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Opinion

Imagine you are 32 weeks pregnant with your first child
and you start to have pain in the low back and pubic area when
you change position, sit or stand for longer periods. The pain
makes it very difficult for you to function and you worry about
whether you can continue to work and manage your household.
You are also concerned about the upcoming birth of your baby
and whether you will be able to care for your baby, an often
seemingly overwhelming task without having to deal with pain.
Now imagine you have seen your health care provider and have
been told that your pelvis is separating because of the “pregnancy
hormones” and that you need to put up with this until after
you have your baby, as “it will probably get better afterwards”.
Imagine you are also told, to be careful because “your pelvis is
unstable”. These are common words of advice or explanations
pregnant women with pelvic girdle pain (PGP) receive from their
healthcare providers, including physiotherapists. These words
are not substantiated and do more harm than good.

Pelvic girdle pain (PGP) is defined as a specific type of low back
pain that can occur with or without additional low back pain [1].
Pregnancy-related PGP is a specific category of PGP impacting
women in the perinatal period and differs in its etiology as it is
related to pregnancy and associated biopsychosocial influences.
It represents a prevalent condition with an incidence as high as
46-58% [2]. The cause of pregnancy-related PGP is complex and
multifactorial [1,3]. Evidence has shown an alteration in motor
control in pregnant women [3] and more recently, central pain
mechanisms have been considered and implicated [4-7]. As such,
to appropriately address the complexity of pregnancy-related
PGP, physiotherapists and others must both acknowledge and
part with common yet unsubstantiated beliefs surrounding the
concept of “pelvic instability” [8]. Instead, current advances in
pain science support the notion that pregnancy-related PGP
represents sensitization of the structures of the pelvis [4-7].
Thus, attention must move away from biomechanics and engage
the multiple underlying mechanisms such as the stress system
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(HPA axis) and associated coping, inflammatory load, status
of the gut microbiome and sleep quality to name a few [5-9].
Despite the evidence supporting the need for a biopsychosocial
perspective, recent research demonstrates that when it
comes to pregnancy-related PGP, physiotherapists continue to
preferentially use a biomechanical approach [9,10]. Guidance for
an evolved evidence-informed approach is available from the the
most recent published CPGs for pregnancy related PGP [4]. From
an assessment perspective, Clinton et al. [4] indicate the use
patient reported outcomes as an important way to capture the
various assessment domains relevant to pregnancy-related PGP
[4]. Specifically, among other scales, the Pain Catastrophizing
Scale (PCS) is recommended [4]. The PCS has three subscales:rumination, magnification, and helplessness and has been
utilized in various populations, including the antepartum
population [11,12]. Using an outcome measure like the PCS is
important to aid physiotherapists and others in assessing the
mental processing that is associated with pregnancy-related
PGP. The significance of patients’ beliefs and perceptions about
their pain and their pain experience has been well demonstrated
across a wide spectrum of orthopedic conditions including in the
antepartum population [13]. Perception of pain has also been
linked to the development of persistence [14-16], an important
consideration for pregnancy-related PGP.
From a management perspective, it has been shown that
pregnant women’s expectations of care are not met and that
their knowledge about how to manage the condition is lacking
[17]. Further, a recent qualitative study elucidated women’s
experience of care for pregnancy-related PGP highlighting
the importance of perceived hope and self-efficay [18]. Thus
cognitive care strategies that focus on pain neurophysiology
and stress response education [4,6], mindfulness-based stress
reduction [19], and tailored exercise [3,4,6] are advocated.
Science has evolved and to clearly guide practice wellbeyond a biomechanical approach where pregnancy-related
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PGP is concerned. Physiotherapists well-positioned to educate
and empower women so they understand how to interpret
and respond to the pain they are experiencing. Knowledge
translation efforts to support the provision of evidence-informed
care herein are needed.
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