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Dyspareunia is a pelvic floor dysfunction (PFD) often triggered by emotional or 

physical trauma, dietary habits, lifestyle, disease, other PFDs, infection, or 

inadequate lubrication. Its primary symptom is pain before, during, or after 
intercourse, and it has been linked to mental health disorders like depression 

and anxiety. Dyspareunia significantly impacts a client's quality of life, 

underscoring the importance of proper treatment. 

The aim of this thesis was to create an evidence-based booklet to assist in the 
treatment and educate clients dealing with dyspareunia. The target audience is 

young adults who haven't undergone a full-term pregnancy or childbirth 

(nulliparous) and are experiencing dyspareunia. The booklet will be distributed 
following a pelvic floor examination by a healthcare professional who will mark 

and discuss recommended exercises with the client. 

Optimal outcomes in addressing dyspareunia often result from a 
comprehensive physiotherapeutic approach involving a combination of various 

treatment methods: therapeutic exercise, manual therapy, and psychosomatic 

physiotherapy. In many instances, a multi-professional team is necessary to 

consider all factors contributing to and resulting from dyspareunia. 

 

 

Dyspareunia, nulliparous, sexual health, pelvic floor physiotherapy, 
intercourse, pelvic floor dysfuntion 
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1 INTRODUCTION  

Genital pain experienced before, during, or after intercourse is defined as 

dyspareunia. Dyspareunia is a common health problem among females and 
other individuals with vulvas.  Dyspareunia also affects men. In females the 

prevalence of the disorder worldwide varies from 3 -18% but it affects 10%-

28% of female population during lifetime. The diagnosis is often hard to get, 

and the diseases is often intermixed with something else, therefore neglected. 
Often treatable, dyspareunia does not result in major complications. Although 

the benign nature of dyspareunia, timely intervention is required to obliviate 

possible sexual dysfunctions and loss of sexual intrest, selfesteem and 
relationship problems. Psychiatric issues may arise if the disease remains 

untreated and even infertility may occur on rare occasion. (Tayyeb et al., 2022)  

 
Dyspareunia can be due to structural, inflammatory, infectious, neoplastic, 

hormonal, psychosocial conditions or physically and/or mentally traumatic 

events that may lead to hypertonia or hypotonia of the PL-muscles. The 

disorder can be found in any age. Dyspareunia describes pain during 
intercourse but causes of dyspareunia may present as pain during active daily 

living.  Pain can be mild to intense during non-sexual activities such as biking 

or whilst inserting a tampon. (Tayyeb et al, 2022)  
Dyspareunia and other pelvic floor dysfunctions may be caused by different 

life chancing moments that have caused physical and/or emotional trauma 

leading to hypertonic or hypotonic pelvic floor muscles.  (Cleveland clinic, 
2021) Hypertonia makes the muscle tissue difficult to relax and makes it 

dogmatic, while hypotonia of the PLM causes the muscles to be weak, elastic, 

and difficult to contract. The tonus of the PLM may be one or the other or both. 

(Törnävä et al., 2023) 
 

Dyspareunia can be specified by determining if it is primary or secondary 

dyspareunia. If the pain is present from beginning of sexual activity it is 
specified as primary dyspareunia. Primary dyspareunia is often thought as 

normal part of penetration and for that it may have caused pain for years. When 
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the pain is present during intimacy after being pain-free before, it classifies as 

secondary dyspareunia. Both primary and secondary dyspareunia may be 
further specified by the origin of the pain as entry or deep pain (Seehunsen et 

al., 2014) and occurance (complete or situational) of the pain. (Cleveland 

clinic, 2021) Nulliparous is used to describe a person with female reproductive 
system who has not given birth and who has not been pregnant for full term. 

Person who has gone through an abortion or miscarriage is still nulliparous. 

(Ashwal et al., 2020) 
 

The thesis was ordered by Suhk Mama, an independent physiotherapy clinic 

in Helsinki that specializes in maternity and pelvic floor physiotherapy. The 

thesis aimed in creating a handout booklet for physiotherapists to use as 
patient education tool. The booklet supports rehabilitation and gives basic 

information about dyspareunia and its’ treatment modalities, it is given to 

clients after they have met with a professional. The booklet was created with 
Canva, online graphic designer tool.  
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2 ANATOMY OF THE CORE 

2.1 Base for all movement 

The pelvic floor plays a pivotal role in essential bodily functions such as 
urination, bowel movements, support of organs, sexual function, and childbirth. 

It operates in harmony with the rest of the body, forming functional connections 

and collaborating with other muscles and fascia. This intricate interplay 

establishes a foundation for both posture and movement as shown in picture 
1 (Rossetti, 2016; Tim & Mazur-Bialy, 2021). The m. diaphragm operates in 

tandem with the pelvic floor, and its proper function is intricately linked to the 

effective circulation of bodily fluids within the myofascial continuum (Bordoni, 
2020). 

When inhaling, the ribs expand outward and upward, causing the diaphragm 

to flatten and move downward, subsequently pushing the organs in abdominal 
cavity downward. This coordinated movement prompts the pelvic floor and 

abdominal muscles to elongate and expand, providing space for the organs. 

The downward motion of the diaphragm creates a negative pressure that 

facilitates the inflow of air into the lungs. The pelvic floor muscles counteract 
this pressure through an eccentric contraction in response to the 

diaphragmatic movement. Conversely, during exhalation, the diaphragm 

ascends, causing the pelvic floor and abdominal muscles to contract and 
shorten. The cohesive operation of these elements can, however, be disrupted 

by factors such as pain, scar tissue, weakness, and tightness within the core. 

Psychological factors, such as stress, can also contribute to these disruptions. 
Disruptions in the function of the core and alterations in abdominal pressure 

can lead to various complications, including pelvic floor dysfunctions 

(McGeorge, 2018). 

 
Activation of the pelvic floor muscles, connected through fascia, has an impact 

on other core-supporting muscles like the abdominal -, gluteal -, and multifidus 

muscles. This contributes to stability and posture. If these muscles don't work 
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properly or have tension issues, it can cause problems elsewhere. For 

instance, tension in the pelvic area can influence hip joint movement and alter 
how your lower limbs handle weight. This, in turn, can affect your upper limbs 

and diaphragm through various layers of tissue (Tim et al., 2021).  

 

 
 
Picture 1: Effects of pelvic floor on the body and posture ( Website of PubMed PMC8704638, 
2021) 
  



8 

2.2 Pelvic girdle anatomy 

When it comes to gender, age, and ethnicity, the shape of the pelvis varies. 
Generally, females tend to have a wider pelvis compared to males. This 

difference in the anatomy of the female pelvis serves the dual purpose of 

enabling childbirth and influencing overall anatomy. This has effects like 
increased curvature of the lower spine (lumbar lordosis) and the alignment of 

the legs. Over time, the pelvis undergoes changes influenced by factors such 

as age, hormones, culture, and lifestyle. (Heiskanen et al., 2020) 

Beyond gender considerations, shown in picture 2, the pelvis is composed of 

two hip bones, the sacrum, and the coccyx. The larger hip bone is a fusion of 

three bones: the ischium, pubis, and ilium. Ligaments play a key role in holding 

these bones together. The pubic bones are connected at the front by the 
symphysis pubis. At the back, the ilium connects to the sacrum through the 

sacroiliac joint. In females, these ligaments are typically broader, and 

hormonal fluctuations, like those of estrogen during menstruation, can lead to 
discomfort or pain. (Heiskanen et al., 2020) 

 

 

Picture 2: Bones of the pelvic girdle ( Website of Britannica, 2023) 
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2.3 Unveiling the pelvic floor structures 

 
The debate continues regarding how to categorize the layers of pelvic floor 

muscles. Currently, they are grouped into three layers (Rossetti, 2016). In 

picture 3 the outermost layer is the urogenital triangle (A), which includes the 
m. bulbocavernosus (3), m. ischiocavernosus (1), and external anal sphincter 

muscles (2). The next layer (B), also called the urogenital diaphragm or 

perineal membrane, is made up of the m. superficial transverse perineal (5), 

m. deep transverse perineal (4), and the sphincter urethrae. The deepest layer, 
called the pelvic diaphragm (C), consists of the mm. levator ani and m. 

coccygeus. The m. levator ani has three muscles: the m. puboccygeus (7), 

iliococcygeus (8), and puborectalis (6) (Raizada et al., 2008) 

 

 
Picture 3: Three layers of pelvic floor muscles (Raizada, 2008) 

 
 

All the muscles within the pelvic floor play crucial roles, including supporting 

the core, aiding in controlling abdominal pressure, and contributing to 

continence. However, some muscles also have a more significant impact on 
sexual functions. In the female anatomy, the hiatus urogenitalis serves as an 

opening for the urethra and vagina. This opening is encompassed by the 

anterior portion of the m. pubococcygeus. The pubococcygeus muscle holds 
particular importance in sexual health due to its three distinct parts: 

puboperineal, pubovaginal, and puboanal. Notably, the pubovaginal section 

encircles the vagina, exerting compression and sensing pressure changes that 
the brain interprets as sensations of sexual pleasure. (Tim et al., 2021) 
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In addition to the various muscle layers, the pelvic floor can be categorized into 

either three (Tim et al., 2021) or four compartments, depending on the study 
(Bordoni et al, 2013). The three divisions consist of the anterior, middle, and 

posterior compartments. The anterior compartment encompasses the bladder 

and urethra, the middle section contains the vagina and uterus, and the 
posterior division includes the anus and rectum. (Tim et al., 2021) 

The debated fourth compartment involves the peritoneum, which is composed 

of the endopelvic fascia and perineal membrane (Bordoni et al, 2013). The 
peritoneum, distinct from the perineum, is a serous membrane layer within the 

abdominopelvic cavity. It provides support to abdominal and pelvic organs, 

aided by the endopelvic, pubocervical, and rectovaginal fascia, along with 

robust ligamentous connections. The fascia's significance extends to 
functional integration, as it envelops muscles, organs, and bones, acting as a 

bridge between different structures. Additionally, the fascia is believed to have 

a role in transmitting sensations of pain and effects related to dysfunction, as 
it contains nociceptors and contributes to proprioception. (Tim et al., 2021) 
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3 EXPLORING SEXUAL ACTIVITY 

3.1 Sexual response cycle  

 The way women experience sexual responses is quite intricate, involving both 
their thoughts and their bodies. In the past, models like those from Masters, 

Johnson, and Kaplan were used to understand sex. These models suggest 

that sex happens in certain stages: first there's desire, then arousal, followed 

by a sustained state of high arousal, then a peak, and finally, there's a release 
or orgasm. However, these models don't fully capture the emotional aspect of 

sex. A newer model, based on intimacy, has emerged. It's more flexible and 

recognizes that the stages of female sexual response don't always occur in a 
strict order. This model considers things like how different parts of the body 

feel, emotions, the intensity of orgasms, feeling safe, and sexual problems like 

dyspareunia. All these factors can blend, making it harder to distinguish 
between the desire and arousal stages. The intimacy-based model also 

focuses on how feeling emotionally close to a partner, specific sexual triggers, 

and both physical and mental factors all contribute to how women respond 

sexually. (Beckmann et al., 2009)  

Considering the complexity of the female sexual response cycle, including its 

relevance to dyspareunia, our understanding of women's sexual experiences 

has evolved significantly. The emergence of a flexible, intimacy-based model 
has expanded our perspective, recognizing that the stages of female sexual 

response aren't always strictly sequential. This model emphasizes the 

significance of emotions, bodily sensations, orgasm intensity, feelings of 
safety, and sexual issues like dyspareunia. This understanding paves the way 

for more comprehensive and inclusive approaches to sexual health and overall 

well-being. (Beckmann et al., 2009)  
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3.2 Physiology of sexual response 

During female arousal, several phases unfold. The duration, sequence, and 
intensity of these phases can vary from person to person, and these variations 

can even occur within a single person's lifetime. The diagram below illustrates 

the stages: excitement, plateau, orgasm, and resolution. This cycle is also 
associated with various neurotransmitters. Norepinephrine, dopamine, 

oxytocin, and serotonin are believed to have positive effects on sexual 

response. However, serotonin can negatively impact the cycle through most 
receptors, except for 5-hydroxytryptamine 1A and 2C, along with prolactin and 

gamma-aminobutyric acid. (Beckmann et al., 2009) 

The sexual cycle is shown in picture 4. The excitement stage (a), blood flow to 

the clitoris and labia increases, causing them to enlarge. Simultaneously, the 
uterus and cervix move upward and away from the vagina, which starts to 

lubricate. When the uterus is fully elevated, the plateau stage (b) begins. This 

elevation enables the vaginal barrel to expand. The orgasmic platform starts 
contracting while the labia minora further enlarge. During the orgasm phase 

(c), vaginal contractions intensify, and the m. rectal sphincter contracts in 

rhythm with the uterus. Typically, following an uninterrupted cycle, the 
resolution phase (d) restores organs and muscles to their initial state. 

However, disruptions in the cycle can occur due to pain, fear of pain, or the 

potential discomfort caused by inadequate lubrication, tight scar tissue, or 

other pelvic floor dysfunctions.  (Beckmann et al., 2009) 
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Picture 4: Female sexual response cycle (Beckmann et al., 2009) 

3.3 Enhancing comfort: Sexual health products 

 

Limited research has explored the impact of sexual health products like 
vibrators, dildos, and lubricants on pelvic floor dysfunctions. The existing 

studies suggest that using external objects can provide reliable benefits in 

alleviating discomfort during sexual activity. Vibrators, specifically, have been 

found to be advantageous for women with pelvic floor dysfunctions. Vibrations 
promote increased blood flow, positive changes in muscle tone, reduced 

sexual distress, heightened sexual arousal, and enhanced satisfaction. In 

cases of pelvic floor dysfunctions, vibrations have demonstrated the potential 
to decrease urine leakage and alleviate other urinary symptoms. For 

dysfunctions associated with pain, vibrations have shown to enhance pelvic 
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floor muscle strength, diminish pain, and contribute to an improved sexual 

experience. (Bankhead, 2022) 

Various-sized dildos and dilatation devices can serve to enhance control and 

relaxation of pelvic floor muscles. Dilators are employed to address tight scar 

tissue and muscle tissue within the vagina, accomplishing this by stretching 
the tissue and enhancing blood circulation. Different temperatures can also be 

utilized intravaginally to enhance relaxation or alleviate pain. Mechanical 

stretching preps the tissue for penetration through warming it. (Lauder, 2021) 

Penetration and sexual intercourse generate friction on the clitoris, vulva, and 

vagina. This friction typically elicits pleasurable sensations by stimulating 

nerve endings, yet it may also induce discomfort. Insufficient natural lubrication 

can result in microtrauma to the vulvar and vaginal surface tissue, the 
epithelium. Factors like self-image, sexual history, hormones, and underlying 

health conditions can influence natural lubrication. Consequently, the use of 

external lubricants may be beneficial to reduce friction and heighten 
pleasurable sensations. (Seehunsen et al., 2014) 
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4 PELVIC FLOOR DYSFUNCTIONS AND PAIN 

4.1 The spectrum of pelvic floor function 

Pelvic floor dysfunction (PFD) doesn't always result in dyspareunia, but they 
often coexist since dyspareunia falls under the category of pelvic floor 

dysfunction. Additional factors, including dietary habits, ergonomics, and the 

level and quality of daily exercise, can also impact pelvic floor function and 

potentially lead to PFD. These factors should be considered in pelvic floor 
physiotherapy. The causal factors give rise to three significant life phases that 

influence pelvic floor function and contribute to the development of pelvic floor 

disorders. These three life phases include: 

1. Development of Functional Reserve: This phase pertains to the 

establishment of a functional reserve during an individual's growth and 

maturation. 
2. Variations in Injury and Recovery: The second phase encompasses 

the fluctuations in the extent of injury and the potential for recovery, 

particularly during and after vaginal birth. 

3. Age-Related Deterioration: The third phase involves the natural 
decline in pelvic floor function that occurs with advanced age. 

Understanding these distinct life phases (picture 5) and their associated causal 

factors provides insights into the origins of pelvic floor disorders. By 
comprehending these phases, healthcare practitioners can develop more 

targeted and effective approaches to pelvic floor care and physiotherapy. 

(DeLancey et al., 2008) 
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Picture 5: Lifespan analysis of pelvic floor function (DeLancey et al., 2008) 

 

 

 
Picture 6: Variation in growth and development (DeLancey et al., 2008) 
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During the process of growth and development, varying degrees of functional 

reserve are established (picture 6). This development is unique to each 
individual and is influenced by external factors (such as the environment) as 

well as internal factors (such as genetics). The extent of this functional reserve 

determines the manifestation of symptoms, such as genital pain during 
intercourse. Females with a larger functional reserve might not experience 

symptoms throughout their lives, or they may encounter them later in life. On 

the other hand, those with a smaller functional reserve could experience 
symptoms earlier. The occurrence of symptoms is influenced by the stresses 

exerted on the pelvic floor. For instance (picture 7), the likelihood of developing 

stress incontinence might be higher in individuals engaged in high-impact 

activities (B) , whereas a sedentary person (A) may never face this issue. This 
means that even if two individuals possess the same functional reserve, the 

variation in symptoms at different stages and ages of life could stem from 

differences in their activity thresholds. In essence, the symptoms experienced 
by individuals with similar functional reserves can diverge due to disparities in 

the intensity and type of activities they engage in. (DeLancey et al., 2008) 

 

 
Picture 7: Lifestyle impact on pelvic floor function B: Occurance of symptoms for individual 

with high impact activities A: Occurance of symptoms for  sedentary individual (DeLancey et 
al., 2008) 
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Several factors, including physical activity, obesity and metabolic syndrome, 

chronic constipation, eating disorders, connective tissue diseases, and 
smoking, can influence pelvic floor function and contribute to the occurrence 

of symptoms and dysfynctions as shown in picture 8. It's noteworthy that 

approximately 25% of the female population experiences pelvic floor 
dysfunctions, a percentage that tends to rise as age advances. Therefore, it's 

important to also consider other pelvic floor dysfunctions (PFDs) and lifestyle-

related factors when providing treatment for patients with dyspareunia. By 
addressing these additional PFDs and lifestyle components, potential 

symptoms can be managed proactively or even preemptively, reducing the risk 

of symptom manifestation. Proper pelvic floor physiotherapy plays a pivotal 

role in this approach, enabling early treatment and symptom prevention. (Tim 
et al., 2021) 

 

 

 
Picture 8: Most common pelvic floor dysfunctions among women of all ages.(Tim et al., 2021) 

 
 



19 

4.2 Unpacking entry pain: Superficial dyspareunia 

 

Superficial dyspareunia can be linked to various factors such as infections (like 

Candidiasis or herpes simplex virus), inflammatory or dermatological 

conditions (such as dermatitis or lichen sclerosis), muscular issues (like 
vaginismus or myofascial pain vulvodynia), neurological concerns (including 

herpes neuralgia or pudendal neuralgia), anatomical factors (such as clitoral 

adhesions or narrowing of the vaginal opening), neoplastic conditions (like 
Paget disease or squamous cell carcinoma), iatrogenic causes (related to 

medical treatments like surgery or chemotherapy), and trauma (such as female 

genital cutting or obstetrical trauma). (Kumar et al., 2017) 

Vulvodynia involves pain in the outer parts of the female genitalia and affects 
many women. It can be categorized as localized or generalized, depending on 

the nature of the pain. Localized vulvodynia, more common of the two, is 

characterized by touch-sensitive pain, often situated near the back of the 
vaginal opening. Pain can be provoked by touch, occur spontaneously, or have 

a mixed pattern. Generalized vulvodynia, on the other hand, results in nerve-

related pain in broader areas of the vulva, extending around the pudendal 
nerve. The exact location of pain is less defined, and the discomfort tends to 

be constant.  (Seenhunsen et al., 2014) 

Vulvodynia has been associated with factors such as hormonal birth control, 

urogenital infections, uterine and pelvic floor dysfunctions, and certain 
hereditary issues. While anxiety, depression, and self-esteem problems are 

more common among vulvodynia patients compared to their healthy 

counterparts, the onset of the condition is not necessarily linked to these 
factors or sexual trauma. Treatment typically involves a multidisciplinary 

approach, with medical interventions aimed at pain relief and disease 

management. Physicians may adjust hormonal treatments or even resort to 
surgical removal of painful tissue in cases where localized vulvodynia 

treatments prove ineffective. Pelvic floor physiotherapy adopts a holistic 

strategy, utilizing techniques like biofeedback, electrotherapy, and manual 
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therapy for trigger points, all while addressing the psychological aspects of the 

condition. (Beckmann et al., 2009; Seehusen et al., 2014) 
 

In conditions like vulvodynia and other sources of dyspareunia, the presence 

of pain and the fear of experiencing pain can lead to the development of 
vaginismus. Vaginismus involves an involuntary contraction of the vaginal 

muscles, causing discomfort and hindering penetration. The relationship 

between vaginismus and dyspareunia is a subject of ongoing debate, as it's 
yet to be conclusively determined whether vaginismus is the primary or 

secondary factor contributing to dyspareunia. Due to the significant clinical 

overlap between the two, they are often considered as interconnected aspects. 

(Seehusen et al., 2014) 

Vaginismus (picture 9) has been associated with pelvic floor dysfunction and 

psychosocial factors, including a history of sexual abuse (Tayyeb et al., 2022). 

Addressing vaginismus typically involves a combination of pelvic floor 
physiotherapy and psychotherapy. Additionally, there are promising studies 

exploring the use of Botox injections as a potential treatment method for 

vaginismus. This multi-faceted approach highlights the complexity of 
vaginismus and underscores the importance of a comprehensive strategy for 

its management. (Seehusen et al., 2014) 

 

 
Picture 9: Vaginismus involuntary tightness (Harvey-Jenner, 2016) 

 
In conjunction with or independently from the diagnoses previously discussed, 

dyspareunia can also affect nulliparous adults who have developed scar tissue 
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in areas such as the vulva, perineum, anus, and vaginal entrance. This 

discomfort can be attributed to the sclerotic healing of scars or nerve damage. 
Such scarring and nerve issues may arise from sources like female genital 

mutilation (FGM) or other traumatic events, including reconstructive surgery, 

cyst removal, tumor or fibrosis surgeries, cancer treatments, or labia plasty 
procedures. Physical manifestations of vaginal scarring encompass 

tenderness, pain, and itching. These experiences highlight the intricate 

relationship between scar tissue formation, nerve damage, and the resulting 
dyspareunia symptoms. (Lubczyńska et al., 2023) 
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4.3 Navigating penetration pain: Deep dyspareunia 

When pain occurs during the insertion and penetration phase, it falls under the 
classification of deep pain. This discomfort can stem from factors like dryness 

or friction, where the vaginal tissues may not adequately stretch and lengthen 

in response to arousal, as discussed in section 3.2. The sensation of 
discomfort can also be influenced by different sexual positions and the force 

or size of the penile impact on the cervix. Patients often describe this kind of 

pain as feeling like "something being bumped into".(Heim, 2001) 
 

 Similar to entry pain, deep pain can be persistent, meaning it persists 

throughout penetration, or it can be situational. Situational pain refers to 

instances where pain may be absent during certain penetrative experiences 
but present during others. It can also refer to pain that occurs at specific times 

during penetration, such as at the beginning, middle, end, or afterward. 

(Cleveland clinic, 2021) Various factors contribute to deep dyspareunia, 
including adnexal pathology, infections (such as endometritis or pelvic 

inflammatory disease leading to scarring), interstitial cystitis, pelvic adhesions, 

retroverted uterus, uterine myomas, and notably, endometriosis, a condition 
frequently encountered in pelvic floor physiotherapy clinics. (Heim, 2001) 

 

Endometriosis, affecting 5% to 15% of the female population, is responsible 

for over 70% of chronic pelvic floor pain cases. This condition involves the 
growth of tissue like uterine lining outside the uterus, leading to heightened 

pain during menstruation. Beyond pain, it can also cause infertility, varying 

degrees of discomfort during daily activities, pelvic floor muscle tension due to 
pain anticipation, and psychological challenges like self-esteem issues and 

depression. The pain associated with endometriosis results from the growth of 

extra tissue, the formation of scar tissue, and involuntary muscle tension. 
Symptoms might alleviate after menopause, as endometriosis is closely tied to 

estrogen production and menstruation. Pelvic floor physiotherapy has shown 

promise in improving the quality of life and mental well-being for individuals 

with endometriosis. This form of therapy incorporates pelvic floor exercises, 
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manual techniques, electrotherapy, and addresses psychological aspects to 

provide comprehensive care.  (Törnävä et al., 2023) 
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5 PHYSIOTHERAPY IN PELVIC FLOOR REHABILITATION 

5.1 Bridging the gap: Physiotherapy and dyspareunia 

Pelvic floor physiotherapists play a crucial role as educators and allies in the 
process of pelvic floor rehabilitation. Many women lack sufficient knowledge 

about the general anatomy of their genital structures, underscoring the 

importance of patient involvement and education, therefore giving a mirror for 

the patient during examination is important for the involvement and education 
of the client. (Heim, 2001) 

 

Pelvic floor physiotherapy employs a range of techniques, including patient 
education, EMG, ultrasound, electrotherapy, palpation, therapeutic exercise, 

and manual therapy. Palpation offers essential feedback regarding the pelvic 

floor's condition, which is instrumental in designing an effective rehabilitation 
plan. Through palpation, physiotherapists can identify painful areas and 

assess whether pelvic floor muscles are hypertonic, hypotonic, or a 

combination of the two. The physiotherapist's goal is to assess and enhance 

or restore proper pelvic floor function, all while considering the holistic well-
being of the individual. Treatment is always individual and taking into 

consideration the patients’ history is important. (Törnävä et al., 2023)  
 
Despite its potential, the physiotherapeutic approach to chronic pelvic pain and 

female sexual dysfunction remains underutilized and underexplored. 

Challenges arise from the scarcity of comprehensive test results and relevant 

medical information that could guide precise physiotherapeutic interventions. 
Though, recent studies indicate that physiotherapy has its place in treatment 

of chronic pelvic pain and female sexual dysfunction. (Berghmans, 2018) 

Shown in table 1, a randomized controlled clinical trial performed on 64 
females experiencing dyspareunia due to muscular problems with visual 

analog scale (VAS) over 8, measured the effectiveness of physiotherapy on 

the pain. The study found that those who went through pelvic floor 
physiotherapy for pain (experimental group n:32) in relation to those who did 
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not (control group n:32), experienced far less pain after three months (VAS 

before: 9.06, after 1,41). For the group who participated in the physiotherapy, 
statistically significant (p<0.05) improvement was noted on desire, arousal, 

lubrication, orgasm, satisfaction, and PFM strength and endurance. Treatment 

methods included patient education, PLM exercises, manual therapy, and 
electrotherapy. (Ghaderi et al., 2019)   
 
Table 1: Analytical statistics before/after results between two groups (Ghaderi et al., 2019) 
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5.2 Healing touch: Manual therapy 

Manual therapy, a key part of pelvic floor rehabilitation, can be done by a 
physiotherapist, the patient, or with the help of tools like dildos and vibrators. 

It involves techniques like massaging, stretching, and soft tissue manipulation. 

This approach has been found to help improve painful intercourse. (Törnävä 
et al., 2023) 

 

In cases where insertion of e.q. finger or a tool such as a dilator is not too 
painful, manual therapy from inside the vagina or anus, is highly effective in 

reducing pain and in improving the function of PFM. In addition to local 

treatment, treatment of surrounding structures such as fascia, nerves and 

joints should be included to restore normal mobility and reduce pain and PFD 
symptoms. Untreated hyperactive pelvic floor may lead to chronic pelvic pain 

(CPP), which may lead to central sensitization and other disorders. Overactive 

PF may also lead to hormone disturbances. Therefore, importance of relaxed 
pelvic floor and structures connecting to it, pelvis, myofascial connections, and 

the nervous system, is increased and vital to overall wellbeing. (Tim et al., 

2021) 
 

Another factor that affects PLM function are surgeries and scars. Intravaginal 

and other scars such as abdominal scars, may affect the function of PLM 

negatively.  Scars can greatly affect the quality of life. Effects of trauma and 
surgical scars may be reduced with different treatment methods. Such 

methods from physiotherapy point of view are ones affecting on the pain and 

functional limitations. Physiotherapist can perform manual therapy and taping. 
Other treatment options include pharmacological methods and surgical 

techniques. Studies show that the most effective treatment combines different 

therapy methods. (Lubczyńska et al., 2023) Manual therapy on scars, scar 
tissue therapy, requires applying physiological stimuli adequately to the phase 

of wound healing). Phases of scar healing are shown in picture 10. Healing 

can be divided into four stages: (1) Hemostasis (starts immediately) , (2) 

Inflammation (lasts up to 73h), (3) proliferation ( from one to three weeks ) and 
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(4) remodeling (from three weeks to several years).  Phases of healing are 

affected by age and medical history. (Strodtbeck, 2001) 
 

 

 
Picture 10: Healing phases of a wound/scar ( Website of Nuffieldhealth) 

 

Scar massage serves as a vital strategy to restore functional capacity and 
bolster the strength of compromised tissue. The approach's efficacy hinges on 

its alignment with the scar's specific healing phase. During the initial 21 days 

of healing, a gentler and localized approach is advocated, targeting areas 
characterized by heightened connective tissue resistance. Subsequently, after 

this critical threshold, a more vigorous stimulus can be applied. The 

recommended application entails 1-minute sessions per targeted area, with 3 

to 5 repetitions per session, thus orchestrating a systematic and tailored 
regimen. (Koller, 2020)  

Other supplementary scar treatment techniques have also demonstrated their 

effectiveness (Table 2 and 3). These include cupping, dry needling, 
kinesiotaping, instrument-based therapy, electrodermal therapy, dedicated 

exercises, and compression therapy. Of note is the demonstrated efficacy of 

manual therapy, substantiated by the SCAR scale and the Patient and 
Observer Scar Assessment Scale (POSAS), which gauges the subjective 

experience of the patient. As shown in the figures below subjective 

improvement was experienced in pain, pruritus, color, stiffness, regularity and 

additionally vascularization and elasticity. (Lubczyńska et al., 2023) 
 
Table 2: Subjective assessment of scar pain, pruritus, color level before and after therapy; 
average, average ± SD, and average ± 1.96*SD (Lubczyńska et al., 2023) 
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Table 3: Subjective assessment of scar stiffness, regularity, elasticity, and vascularization level 
before and after therapy; average, average ± SD, and average ± 1.96*SD (Lubczyńska et al., 
2023) 

 

5.3 Strengthening the base and alleviating pain: Pelvic floor exercises  

Pelvic floor muscle (PFM) exercises are crucial for addressing various pelvic 

floor dysfunctions, including dyspareunia. These exercises involve 
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recognizing, strengthening, and relaxing the muscles. However, their 

effectiveness depends on doing them correctly. Research indicates that many 
women with these issues struggle to activate or relax their PFMs properly. This 

is where pelvic floor physiotherapy and patient education come in, playing a 

vital role in rehabilitating pelvic floor dysfunctions. The goal of strength training 
is to boost power and promote relaxation. These exercises also enhance 

metabolism and blood flow to the area, which improves the condition of the 

mucous membrane and the area's sensory responsiveness. Moreover, 
working on the pelvic floor muscles can help individuals feel more in control of 

their pain, positively impacting their mental well-being. (Tim et al., 2021) 

 

Guidelines for PFM training suggest different approaches. For hypertrophy, 
you gently contract and hold for 10 to 20 seconds, repeating 5 to 10 times with 

breaks in-between. Strength training involves strong contractions for 5 

seconds, repeated five times with 10-second rests. Endurance exercises entail 
rapidly contracting the PFMs up to 10 times. It's recommended to do these 

exercises five times a week, started lying down and gradually advancing to 

standing positions with varied movements. Strength training also increases 
blood flow, which improves function, lubrication, and sensation in the area. 

(Törnävä, 2022) 

While these guidelines offer valuable insights, applying them to treat 

dyspareunia requires personalized guidance. Electromyography (EMG) is 
useful for PFM training and pain relief. Another method is electrotherapy 

(TENS), using electronic devices to alleviate pain, which has shown 

effectiveness for both disorder-related and non-disorder dyspareunia cases.  
(Ghaderi et al., 2019; Törnävä et al., 2023) 

 

 
EMG is a versatile tool used in physiotherapy, patient education, and home 

exercises. It measures electrical activity in the PFMs, providing insights into 

their activation. While it doesn't directly measure strength, EMG helps assess 

resting tonus, activation, and relaxation across different positions. It aids 
patients in learning relaxation techniques, correcting activation patterns, and 

building strength. Though it doesn't pinpoint specific muscle activation or 
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accuracy, learning to interpret EMG results is guided by a pelvic floor 

physiotherapist.  (Heiskanen et al., 2020) 
 

 

6 METHODOLOGY 

This thesis undertakes an action research journey to investigate evidence-

based physiotherapy strategies for addressing dyspareunia, focusing on 
nulliparous adults. Guided by the research questions, 'Why do people suffer 

from dyspareunia?' and 'How can dyspareunia be treated through 

physiotherapy?' action research was chosen as the methodology for its 
emphasis on credible information and practical outcomes. The study 

conducted an extensive literature review, drawing from reputable sources 

including PubMed, Finna, and evidence-based publications. In the selection 

process for references, strict criteria were applied. Only evidence-based 
articles or studies were considered, and these had to specifically focus on 

young nulliparous female adults. To maintain a focused scope, studies 

involving pregnant females, females who had given birth, and menopausal 
females were excluded from consideration, as their inclusion would have 

significantly expanded the study's breadth. This selective approach ensured 

that the research remained targeted and relevant to the chosen demographic. 

The timeline for this thesis extended from spring 2022 to August 2023, with a 

significant revision in early 2023 to enhance the evidence base. Collaboration 

with the thesis client was established in late summer 2022, facilitating 

productive online and in-person meetings that contributed to shaping the 
research. Valuable feedback was gathered from the client, peers, and 

nulliparous adults experiencing dyspareunia, feedback was used to shape the 

final product to fit the clients needs. 



31 

The primary objective of this thesis was to uncover evidence-based 

physiotherapy strategies for addressing dyspareunia and offer insights into 
effective treatment approaches. The research process encountered 

challenges, notably in sourcing reliable information due to the limited study on 

dyspareunia. My personal interest in the topic stemmed from witnessing the 
profound impact of dyspareunia on young women and their intimate 

relationships, motivating me to create a patient education resource envisioned 

as a booklet. As the research advanced, the crucial role of pelvic floor 
physiotherapy in rehabilitation became increasingly evident. 

This thesis not only highlighted the seriousness of dyspareunia but also ignited 

authors aspiration for comprehensive sexual education. The goal is to 

integrate discussions on pelvic floor dysfunctions and to facilitate open 
dialogues and make the process of seeking treatment less intimidating. 

Furthermore, this thesis has inspired authors specialization in pelvic floor 

rehabilitation, marking a significant milestone in my professional journey. 
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7 DISCUSSION 

Throughout this thesis, the author's understanding of dyspareunia has grown 

significantly. Looking back, the author realizes that a more specific research 
focus, such as dyspareunia caused by conditions like vulvodynia and 

vaginismus, rather than covering a broader range that includes diseases like 

endometriosis, would have allowed for deeper insights into these specific 

challenges. The author would have also liked to have more sources to bolster 
the reliability of the literature review. However, due to the scarcity of published 

research and time constraints that prevented a deeper exploration of each 

topic, some sections of the thesis had to rely on a limited research base. 

This thesis provides a strong foundation for future research. It opens doors to 

various avenues worth exploring. For instance, we could dive deeper into male 

dyspareunia, an area that needs more attention, given the limited available 
information. There's also room for investigating pelvic floor dysfunctions in 

transgender individuals, especially trans-female individuals, which is a under-

researched topic. Expanding research efforts to encompass a broader range 

of dyspareunia causes and populations will enhance our ability to provide 
tailored and effective treatment. Additionally, investigating the long-term 

effects of physiotherapy interventions and tracking patient outcomes over 

extended periods could offer insights into the sustainability and success of 
these approaches. 

The significance of patient education cannot be overstated. Physiotherapists 

serve as educators, empowering patients with knowledge about their anatomy, 
the impact of PFD, and effective techniques for self-management. This 

education extends beyond the clinic, contributing to the broader goal of 

improving sexual health literacy among the general population, especially 

young individuals. 

Looking ahead, the author's career in physiotherapy will have a dual focus. 

On one hand, the author aims to specialize in maternity physiotherapy to 

address the unique needs of pregnant individuals. Simultaneously, the author 
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is interested in broadening our understanding of pelvic floor dysfunctions. 

This involves studying how these dysfunctions affect not just women but also 
men, transgender individuals, and children. The goal is to offer more 

comprehensive care and contribute to the advancement of physiotherapy. 
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