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Abstract  

Objective: To evaluate the short- and long-term effects of a four-session pelvic external myofascial mobilization (PEMM) for managing chronic 
pelvic pain syndrome (CPPS) in males.

Methods: A retrospective chart review was conducted for male CPPS patients who underwent PEMM therapy at Qatar’s Hamad Medical 
Corporation from January 1st, 2019, to January 3rd, 2021. Follow-up (FU) evaluations were conducted after 9 months. The National Institutes of 
Health-Chronic Prostatitis Symptom Index (NIH-CPSI) and numerical rating scale (NRS) were utilized to measure patient-rated symptoms and 
pain at defined intervals.

Results: A total of 29 patients who completed the PEMM therapy and FU were included for analysis. The baseline NIH-CPSI score (30.5 ± 6.1) 
decreased by 74.3% immediately post-treatment and remained mostly unchanged (69.8%) at the FU. The NRS score also showed a significant 
reduction in pain (P < 0.001). Although the NIH CPSI sub-scores for pain and quality of life were unchanged at FU, a negative change was found 
in the post-hoc pairwise analysis of the CPSI total and urinary symptom sub-scores when compared to the post-test.

Conclusions: Closed protocol PEMM therapy led to significant symptom improvement with effects comparable to other soft tissue-biofeedback-
cognitive therapy-based studies but with superior results. The relative retention of effects in the pain and quality-of-life domains at FU is 
promising. PEMM therapy is an effective non-invasive treatment for CPPS, with short- and long-term improvements in symptoms and pain.

Impact: This study has important implications for physical therapy, urology, and CPPS communities. Brief four-session PEMM therapy is an 
effective, external and non-invasive option for CPPS, with short- and long-term improvements in symptoms and pain. It has the potential to 
improve quality of life and reduce the cost and burden of care for CPPS. Further studies with control groups are needed to confirm these findings 
and identify better responding CPPS phenotypes.
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Introduction

Chronic prostatitis/chronic pelvic pain syndrome (CP/
CPPS) is a debilitating medical condition that affects 2%-16% 
of men globally and accounts for 90% of prostatitis-related  

 
outpatient visits [1,2]. While it is the third most prevalent 
genitourinary diagnosis in males overall, trailing only benign 
prostatic hypertrophy (BPH) and prostate cancer [3], and is 
the most encountered condition in men under the age of 50 [4]. 
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Although once thought to be a condition of prostate infection and 
inflammation, CP/CPPS in men is now described as persistent 
idiopathic pelvic pain or discomfort that is often associated with 
lower urinary tract symptoms (LUTS), sexual dysfunction, and 
psychosocial challenges [5]. CPPS has a grave repercussion on 
quality of life and can cause economic hardships [2], with loss of 
employment reported in 25% of males and a decrease in leisure 
activities in 50% [6]. CPPS is distinguished by symptoms lasting 
≥3 months during the preceding 6 months in the absence of 
bacterial urinary tract infection (UTI) [7].

CP/CPPS is currently believed to be a more complex disorder 
having negative influences on the neuromuscular, autonomic, 
and brain-level systems [5]. Because of that, emphasis on 
adequate evaluation of CP/CPPS patients using the “UPOINT” 
phenotype classification system has been proposed in attempt 
to offer a multidisciplinary symptom-based therapeutic strategy 
[7]. Furthermore, this multimodal strategy of treatment has 
been endorsed by international societies and is believed to be 
associated with the best clinical outcomes [8].

Pelvic floor muscle (PFMs) tenderness or the myofascial 
phenotype is highly prevalent in men with CP/CPPS and is 
currently believed to be an important cause of chronic pelvic 
pain as the associated increase in intrapelvic pressure may 
exacerbate prostate or bladder symptoms [9]. In the majority 
of cases, palpating tender muscular areas will replicate the 
patient’s discomfort in a discernible pattern [10]. As such, pelvic 
floor physical therapy (PFPT) is one of the non-pharmacologic 
treatment methods that can be used in this patient population. 
Several PFPTs are available including soft tissue releases 
[11], therapeutic exercises [12], biofeedback [13], electrical-
thermal modalities [14], extracorporeal shock wave therapy 
[15], and neuromodulation [16]. These treatments have found 
to be beneficial in more than 70% of men failing conventional 
pharmacologic therapy [17].

“Pelvic myofascial mobilization (PMM) entails internal or 
external mobilization of soft tissues in and around the pelvis. 
External Myofascial Mobilization (EMM) focuses on effectively 
managing fascial dysfunction by utilizing the latest knowledge 
of fascial architecture, myofascial connectivity [18], and force 
transmission [19]. Through individualized care, EMM aims to 
optimize therapeutic outcomes and improve overall well-being by 
addressing the specific needs of each person [20]. Internal PMM, 
on the other hand, mobilizes pelvic floor muscles through the 
rectum [21]. An application that is supported by research [17,21], 
however, is not commonly practiced due to patients’ discomfort 
or in some circumstances, cultural unacceptance [20]. Despite its 
prevalence, the CPPS myofascial pattern is still underappreciated 
and underrated both in clinical practice and in medical literature 
[22]. 

Furthermore, many urologists are unaware of the importance 
of evaluating pelvic floor myofascial dysfunction in men with 

complex CP/CPPS. While a few trials have shown that the PMM is 
effective in treating the muscle tenderness phenotype of CP/CPPS, 
reports of long-term effects are scarce [22-25]. Therefore, the aim 
of this work is to determine both short- and long-term effects of a 
closed protocol four session PEMM program in the management 
of CPPS in males.

Material and Methods

This was a retrospective chart review conducted at the 
multidisciplinary pelvic pain unit of the department of Urology 
at Hamad Medical Corporation in Qatar. With a waiver of written 
informed consent, the HMC Research Ethics Board approved 
the study without any ethical concerns. Data of male patients 
older than 20 years, referred to PFPT between Jan 2020 and July 
2021, with a diagnosis of myofascial CPPS were short-listed for 
inclusion in the study. Patients with a history of CPPS for more 
than six months who completed a four-session PEMM program 
and in whom follow-up evaluation data was available were 
included in this study. Men with definite/organic causes for 
pelvic pain, such as previous surgeries, ongoing genitourinary 
infections, trauma or malignancy were excluded. Furthermore, 
patients with pathological causes of voiding dysfunction including 
overactive bladder, interstitial cystitis, bladder diverticula and 
urothelial carcinoma or those persistently receiving opioid were 
also excluded. 

Procedures

All Patients who attended the pelvic pain unit for the first time 
were evaluated using the UPOINT phenotype classification system 
by a fellowship trained urologist. They were subjected to detailed 
history and physical examination including comprehensive 
digital rectal examination looking for prostate size, consistency, 
tenderness, and palpable abnormalities in addition to thorough 
assessment of pubococcygeus and iliococcygeus muscles. Patients 
diagnosed with pelvic floor muscle tenderness were referred 
for the PEMM therapy, which was provided by physiotherapists 
under the direction of a qualified physiotherapy specialist with a 
PhD in myofascial therapy.

The PEMM Therapy 

The PEMM therapy for CPPS mobilizes the fascia surrounding 
the lumbopelvic area through the myofascial connectivity of 
the trunk referred to as the oblique slings [25-28] (Figure 1). 
The anterior oblique sling (AOS) is made up of the external 
oblique (EO) and internal oblique (IO) muscles, which connect 
to the contralateral hip adductor (HA) muscles via the adductor-
abdominal fascia (AAF) [26]. The Posterior Oblique Sling 
(POS), also known as the back functional line, is made up of the 
latissimus dorsi (LD) and the contralateral gluteus maximus 
(GMx) joined by thoracolumbar fascia (TLF) [29]. Following the 
completion of the initial evaluation and probable exclusion based 
on contraindications, patients eligible for the PEMM therapy were 
given four sessions of therapy (S1, S2, S3, and S4) once a week, 

http://dx.doi.org/10.19080/JYP.2024.11.555811


How to cite this article: Ajimsha M, Ahmad M, Pramod D S, Laith Ahmad I, Smithesh K. Pelvic External Myofascial Mobilization Improves Both the Short- 
and Long-Term Outcomes of Chronic Pelvic Pain. J Yoga & Physio. 2024; 11(3): 555811. DOI: 10.19080/JYP.2024.11.555811

003

Journal of Yoga and Physiotherapy

with each session lasting an average of 35 minutes. The PEMM 
therapy involves ‘hands-on’ mobilization of fascial restrictions 
in the designated areas of dysfunction [20]. The four sessions 
were designed to mobilize the chosen PEMM locations on the 
oblique slings with the aim of releasing soft tissue constraints 

and pressure around the pelvis [20]. The NRS pain scale and its 
application were explained to the patients before the session. 
The PEMM therapy session can be grossly divided into posterior 
sessions (S1 & S2) & anterior sessions (S3 & S4).

Figure 1: The PEMM locations.

Posterior PEMM sessions (S1 & S2): For the posterior PEMM 
sessions (S1 & S2), the diagonal connectivity of ipsilateral LD 
and TLF with contralateral GMx were attended through intense 
mobilizing sessions. Patients were comfortably placed in prone 
position with hands by their sides and a pillow under the abdomen. 
For locating PEMM1 point, an area at the level of the L1 vertebral 
spinous process in the mid-clavicular line was identified. A 
scanning palpation was used in this area to look for any myofascial 
restrictions or tenderness. Then, a point of maximum tenderness 
was identified with its corresponding NRS score. While palpating, 
any pain pattern or radiating pain reproduction was recorded. 
The area was prepared for PEMM therapy once the pain was 
verbalized by the patient. 

To standardize the treatment, a 7-minute mobilization 
session was adopted for all the PEMM points [30]. Two PEMM-
trained physiotherapists mobilized the PEMM points in a depth-
increasing manner for 7 minutes using reinforced fingers and 
elbows. The two-therapist arrangement was used to prevent the 
PEMM therapists from becoming physically exhausted. The end 
point’s NRS on palpatory tenderness was recorded when the 
allotted time had elapsed. The patient was then allowed to stay 
for 5 minutes with relaxed diaphragmatic breathing. The second 
point (PEMM2) on the contralateral GMx was then identified 
for therapy. The PEMM2 point was palpated by first locating the 
posterior superior iliac spine (PSIS). The midpoint of the bilateral 

PSIS was determined, and a location one inch below it was marked. 
From this point, an imaginary line was drawn to the greater 
trochanter. The midpoint of this line served as the PEMM2’s initial 
point of contact. PEMM2’s greatest point of tenderness and the 
NRS scores were recorded. After the session, patients were given 
a week of rest with an education on possible adverse events and 
lifestyle instructions.

Anterior PEMM sessions (S3 & S4): The AOS was targeted in 
the third and fourth PEMM therapy sessions (S3 &S4). The PEMM 
points were identified on the ipsilateral EO, contralateral AAF and 
HA muscles. Mobilizing three PEMM points for each of the left 
and right AOS was the focus of the S3 and S4 sessions. Patients 
were positioned in supine lying with hands by the side and a 
pillow under the knee for the PEMM1 on the ipsilateral EO. For 
palpation, a point, two inches lateral to the umbilicus was chosen. 
A scanning palpation was performed at this point to locate any 
tenderness or myofascial restriction. The point for the therapy 
was marked after recording the NRS for the highest palpatory 
tenderness. On PEMM1, a 7-minute myofascial mobilization 
was performed with a post mobilization NRS recording. The 
mobilization of the PEMM2 point was initiated at the contralateral 
hip adductor region following a 5-minute rest period. Palpation 
for myofascial restrictions was performed at the intersection of 
the upper 2/3 and lower 1/3 of the medial thigh. The third point, 
PEMM3, was palpated at the hip joint on the side of the PEMM 2 
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point in the adductor-abdominal fascia (AAF). The patients were 
asked to actively flex their hips with knee extended to identify 
the iliopsoas tendons. A point, one inch medial to it was then 
located for the PEMM3 mobilization. Due to the close vicinity of 
the neurovascular structures, this area was treated with caution. 
The S4 PEMM points were the same as the S3 sessions, but on the 
opposite side. All patients were advised to resume their activities 
and work the day following the session.

Data Collection

Patients’ demographic and clinical data were gathered for 
analysis. These included age, duration of symptoms, associated 
symptoms (pain, urinary symptoms, sexual dysfunction) and 
UPOINT phenotypes. Symptom severity was assessed using the 
National Institute of Health-Chronic Prostatitis Symptom Index 
(NIH-CPSI) and the numerical rating scale (NRS). These scales 
were utilized at 3 time points to evaluate treatment response: 
baseline (time 0), 1 week after the fourth session (time 1) and 9 
months following treatment (time 2). The NIH-CPSI comprises 

three subscales that measure pain (score range 0-21), urinary 
symptoms (score range 0-10), and quality of life (QoL) (score 
range 0-12), with a total score range of 0 to 43 [31]. Higher 
scores indicate more severe symptoms. A clinically relevant 
improvement of symptoms is defined as a 6-point drop in the CPSI 
score ([31]). Patients were classified according to the NIH-CPSI 
results into mild (0-15), moderate (16-29) or severe (>29) groups 
of symptoms severity [32]. By asking patients to rate their mean 
pain intensity for the past 24 hours, the NRS scale was utilized to 
track their subjective and general pain complains.

Results

A total of 29 subjects met the inclusion criteria and their data 
was used for statistical analysis. Table 1 displays baseline clinical 
data and patient demographics. The mean (± SD) patient age was 
41.21 (± 8.69) years while the average symptom duration was 4 
years. All patients reported pelvic pain and tenderness. Almost 
half of the patients had associated urinary symptoms while a third 
of them complained of sexual dysfunction (Figure 2). 

Table 1: Demographic and baseline clinical data of patients.

Characteristics Results for N=29

Age in years [Mean ± SD.] 41.21 ± 8.69

Duration of Condition in months [Mean ± SD] 48.41 ± 30.84

Presence of associated Symptoms, n (%)

Pain 29 (100%)

Pelvic tenderness 29 (100%)

Urinary 14 (48.3%)

Sexual 9 (31%)

Prevalence of positive UPOINT domains, n (%)

Urinary 28 (96.6%)

Psychological 0

Organ specific 28 (96.6%)

Infection 0

Neurologic/System specific 1 (3.4%)

Tenderness of skeletal muscles 29 (100%)

Baseline NIH-CPSI score and sub-score [Mean ± SD]

Total score 30.48 ± 6.12

Domain 1: Pain 14.17 ± 3.07

Domain 2: Urinary symptoms  7.62 ± 2.57

Domain 3: QoL  8.69 ± 2.42

Pain reported at baseline using NRS  5.59 ± 1.08

Total Treatment sessions 4

As all patients were specifically referred for the PEMM 
therapy, the muscle tenderness UPOINT phenotype was prevalent 
in all of them. Concomitant organ confined and urinary domains 
were reported in the majority of patients (96.6%, for both). Only 

one patient had an associated neurogenic phenotype. Multiple 
domains were identified in all patients. The average total NIH-
CPSI score before treatment was 30.48 ± 6.12 ranging from 13 to 
37. Prior to treatment, the mean (± SD) NIH-CPSI sub scores for 
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pain, urinary symptoms, and quality of life were 14.17 (± 3.07), 
7.62 (± 2.57), and 8.69 (± 2.42), respectively. The baseline NRS 
score for the 24-hour pain behavior was 5.59 (± 1.08) (Table 1).

The efficacy of the PEMM therapy was evaluated though the 
comparison of changes in NIH-CPSI and NRS scores at the three 
time points (time 0, time 1 and time 2) (Table 2a). The PEMM 
therapy resulted in significant symptom reduction in 96.6% of the 
individuals studied, as indicated by a minimum 6-point change in 

their CPSI score. The significant reductions in NIH-CPSI and NRS 
scores seen at time 1 (74.3% and 66.7%) were relatively retained 
at time 2 (69.8% and 60.5%, respectively) compared to time 0 
(Figure 3 &4). While an increase in total NIH-CPSI and NRS scores 
were noted between time 1 and time 2, results observed at time 
2 were lower than those obtained at the baseline (time 0). More 
than 95% of patients reported a reduction in pelvic symptoms of 
at least 50% following the final session of the PEMM therapy.

Figure 2: Associated Symptoms reported by the patients at baseline.

Figure 3: Comparison of NIH-CPSI total score, CPSI domain score and pain score (NRS).

There existed a significant difference (p<.05, CI 95%) in NRS 
score and NIH-CPSI total score as well as sub-scores immediately 
after the intervention (time 1) and also at time 2 as demonstrated 
by the Friedman Chi-square value (Table 2a). Mean scores were 
lower at time 1 compared to time 2. However, post-hoc pairwise 

comparison (Table 2b) demonstrated a negative change in NIH-
CPSI total score and sub-score for urinary symptoms when time 
2 was compared to time 1. NIH CPSI sub-score for pain had 
remained the same at time 2, and so does the QoL sub-score 
as well as the NRS pain assessment which showed no further 
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deterioration at time 2 in comparison with time 1 (Figure 3 & 
4). Most of the improvements were reported at the time 1, were 
relatively retained until time 2 except for the urinary sub-score.

At baseline, about half of the patients (51.72%) reportedly had 
severe symptoms, while more than a third (41.8%) had moderate 
symptoms and only 2 subjects (6.9%) had mild symptom severity. 

No subjects belonged to the moderate or severe symptom 
groups both at times 1 and 2 following treatment (Table 3). Pain, 
feverishness, dysuria, and skin discoloration in the area of PEMM 
application were among the side effects reported during the 
therapy. All of the adverse effects seen were transient, and none of 
the patients reported any adverse effects or its retention after the 
fourth session of therapy.

Results from the NIH-CPSI score at pretest (time 0), post-test (time 1) and follow up at 9 months (time 2). Mean scores are as shown.
Figure 4: NIH-CPSI Sub score analysis across time.

able 2a: Comparison of repeated measures of NIH-CPSI total score, Sub score and pain (NRS).

NIH-CPSI score Baseline (time 
0) Mean ±SD

Post treatment (time 
1) Mean ±SD

9 months follow-up 
(time 2) Mean ±SD

Friedman’s test, χ2 
(sig.)

Kendall’s W (Co-effi-
cient of concordance)

Total 30.48 ± 6.12 7.83 ± 2.63 9.21 ± 2.57 50.991 (0.000) 0.879

Domain 1: Pain 14.17 ± 3.07 1.90 ± 1.04 1.90 ± 0.77 50.480 (0.000) 0.87

Domain 2: Urinary  7.62 ± 2.57 2.66 ± 1.23 3.72 ± 1.22 52.074 (0.000) 0.898

Domain 3: QoL  8.69 ± 2.42 3.28 ± 1.28 3.59 ± 1.30 50.344 (0.000) 0.868

Pain NRS  5.59 ± 1.08 1.86 ± 0.95 2.21 ± 1.05 50.431 (0.000) 0.87

Table 2b: Post-hoc pairwise comparison of NIH-CPSI total score, Sub score and pain (NRS) before and after intervention.

 
Wilcoxon’s signed rank test 

Asymp. Sig (2-tailed)

NIH-CPSI score Time 1- time 0 Time 2 – time 1 Time 2- time 0

Total 0 0 0

Domain 1: Pain 0 1 0

Domain 2: Urinary 0 0 0

Domain 3: QoL 0 0.05 0

Pain NRS 0 0.04 0
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Table 3: Improvement in Symptom severity as per NIH-CPSI total score.

NIH-CPSI score severity Baseline (time 0), n (%) Post treatment (time 1), n (%) 9 months follow-up (time 2), n (%)

Mild (0-15) 2 (6.9) 29 (100) 29 (100)

Moderate (16-29) 12 (41.38) 0 (0) 0 (0)

Severe (30-43) 15 (51.72) 0 (0) 0 (0)

Discussion

A comprehensive four session PEMM therapy focused on 
myofascial connectivity reduced the CPPS symptoms immediately 
following the therapy and remained largely unchanged for 9 
months when measured with the NIH-CPSI and NRS scales. 
Immediately following the PEMM therapy, the NIH-CPSI score 
decreased by 74.3 % and it remained at 69.8% at the follow up, 
demonstrating a strong short- and long-term response post-
therapy. Similar pain relief results have been observed in soft 
tissue-biofeedback-cognitive therapy-based studies that have 
shown superior symptom reductions [20,24,32-35]. The PEMM 
therapy has an advantage over the therapies used in these studies 
in that the application’s root is “external” and therapy requires 
a few sessions (four) only to produce the desired outcome. No 
participants reported a worsening of their symptoms post-test. 
When compared to baseline scores, more than 95% of patients’ 
pelvic symptoms were reduced by 50% or less at the posttest 
and follow-up. We found the treatment to be safe, with only 
minor and temporary side effects. This suggests that the PEMM 
therapy is a safe and feasible adjuvant for the treatment of males 
with predominantly tenderness positive CPPS and is unlikely to 
cause harm or exacerbate symptoms. This study backs up the 
conclusions of a prior retrospective study on the effects of external 
myofascial mobilization on chronic pelvic pain in males [20].

Because of the broad spectrum of symptoms, CPPS continues 
to be a mystery for medical professionals and patients [34]. 
Medication or psychotherapy alone is frequently ineffectual and 
can frustrate both the patient and the physician [34]. The primary 
treatment strategy for the majority of practitioners is medical 
therapy focused on specific symptoms. Antibiotics are regularly 
recommended, even when there is no sign of infection. Frequently 
used pharmacotherapies including anti-inflammatories, 
α-blockers and anticholinergics, may be beneficial in some 
contexts [36]. The results of a 2018 meta-analysis [33] and 2019 
systematic reviews [24,37] evaluating the efficacy of non-medical 
approaches for CP/CPPS, showed that treating CPPS with non-
pharmacological therapies, including myofascial techniques, can 
improve the outcomes. 

Despite the high prevalence of CPPS, the myofascial 
component has not received adequate attention or care, as per the 
European Association of Urology Guidelines Panel [22]. The panel 
concluded that the treatment of the myofascial pain component 

was important for the overall outcome of treatment and that 
myofascial pain needed to be assessed in all patients with CPPS 
[22]. Men with CPPS frequently experience pelvic floor tension 
and pain and addressing this issue can significantly reduce 
patients’ symptoms [17,20,28]. The majority of studies that have 
been done thus far on the myofascial concept have used a variety 
of trigger point releases in order to reduce the muscular tension 
and discomforts [21,33,38]. Although trigger point therapy 
can provide rapid symptom relief, if the underlying myofascial 
dysfunction is not addressed, the impact is often temporary. 

Significant improvements in the NIH-CPSI score and 
pain by visual analogue scale were reported after myofascia-
based therapy in studies with refractory CPPS [21,34]. Similar 
outcomes were also observed immediately following therapy in a 
retrospective trial that included external myofascial mobilization 
[20]. The current study made use of a rationale based on evidence 
that took into account various myofascial properties including 
its connectivity [18], force transmission [19], and its role in the 
emergence of pelvic dysfunction and pain (Horton, 1992). 

Studies have shown that men with CP/CPPS exhibited 
increased PFM resting activity, even while they were at rest, 
pointing to a compromised central nervous system’s capacity 
to relax the PFM [5]. Men with CP/CPPS have also been found 
to have higher sympathetic drive [5,39]. Daily movements and 
faulty positions that activate MTrPs prevent muscles from fully 
relaxing, limiting its flexibility [22]. Trigger point activation 
through somatovisceral and viscerosomatic interaction this way 
gets amplified and sustained. This, in conjunction with other 
mechanisms, results in the peripheral and central nervous system 
sensitization [40].

The PEMM therapy for CPPS mobilizes the fascia around 
the lumbopelvic area through the trunk’s oblique myofascial 
connectivity (Figure 1) called anterior and posterior oblique 
slings [25-28]. Sling systems work to create force vectors that 
help with intra- and inter-myofascial force transfer between 
the lumbopelvic area [27]. This system’s dysfunction hinders 
performance in terms of strength, speed, and power [29]. With the 
exception of a few studies, there hasn’t been much research on the 
CPPS and the role of myofascial sling connectivity [20,27]. Pelvic 
pain and dysfunction can be caused by myofascial restrictions in 
the oblique connectivity that interfere with muscle contraction 
and stiffness in the soft tissues of the lumbo-pelvic region [27,41]. 
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It is possible that the positive results seen in this study are the 
result of changes in the length and stiffness of the pelvic soft tissues 
in response to the biomechanical remodeling of the myofascial 
slings brought on by the PEMM therapy. The neurological drive 
to the muscles, which is mediated by muscle afferents and spinal 
inhibitory reflexes, has been reported to be significantly reduced 
by manual treatments focused on soft tissue stretching [5]. So, 
it is also likely that increasing neuromuscular control of the 
anterior and posterior oblique systems, in conjunction with the 
biomechanical correction, contributed to a reduction in symptoms 
via enhancing pelvic girdle stability. Further scientific research is 
needed to verify these claims, though.

To the best of our knowledge, the present study is the first 
of its kind that assessed the short- and long-term efficacy of a 
comprehensive four- session PEMM therapy program. We used 
a closed protocol for all patients and all sessions. As shown, 
the PEMM approach led to a significant reduction in the NIH-
CPSI score (74.3%) and NRS score (66.2%) post treatment with 
retention of benefit up to 69.8% in the CPSI score and 60.5% in 
the NRS score at FU compared to the baseline, signifying a robust 
response. There existed a significant difference (p<.05, CI 95%) 
in NRS score and NIH-CPSI total score as well as sub-scores 
immediately after the intervention and also at the FU. Mean scores 
were lower immediately post treatment as compared to FU. Item 
analysis of CPSI revealed that the pain domain demonstrated the 
most significant reduction, 86.59% at the post test, which was 
retained up to nine months. 

The QoL demonstrated a significant change with almost 62% 
reduction of symptoms with a retention rate of 59% at the FU. 
The urinary domain showed an improvement of 65% at the post-
test but the effects started diminishing at the FU. This finding was 
justified by the post-hoc pairwise comparison of the domains 
(Table 2b). NIH-CPSI sub-score for pain had remained the same 
at the FU, and so does the QoL sub-score. One can’t argue for 
difference in the effect of PEMM therapy on the sub domains of 
CPSI scale based on the finding from a retrospective study, but the 
item analysis is pointing towards a higher therapeutic effect of the 
PEMM on pain domains and QOL domains compared to the urinary 
symptoms of CPPS. The retention effect of the QOL domain infers 
that the QoL is more related to the pain domain than the urinary 
symptom domain. Future prospective controlled studies can give 
more detailed and specific answers to the above findings. 

The present study had the advantages of including patient 
data with a “predominantly tenderness positive phenotype,” a 
reasonably young patient population, and adherence to a closed 
therapy protocol. All patients received similar therapy from the 
same physiotherapists for a set duration and frequency. Our study’s 
major limitation was its retrospective format, which prevented us 
from having control groups or conducting randomized controlled 
trials. The non-comparative single cohort model was selected 
as the optimum methodology since it would not go against the 
ethical standards of treatment for patients who are seeking relief 

from their crippling pain. The adoption of a placebo control group 
would violate our patients’ trust since we would purposefully not 
treat control group patients who also needed relief. 

The results may be subject to a super realization bias as a 
result of the small sample size, the relatively shorter duration 
of the condition, and the stringent inclusion criteria. The early 
administration of the PEMM therapy, regardless of the medical 
therapy obtained, may have influenced the outcome. The 
retrospective design of the study makes it difficult to control the 
potential confounders that could affect the results and the placebo 
effects. There is a significant likelihood that the therapeutic effects 
we saw in this study will wane with time due to the complicated 
pathomechanism of chronic pain. Future plans may involve 
applying the PROMIS-29 outcome measure to evaluate the 
physical and mental well-being of our patients in order to more 
fully examine the clinical significance of our findings.

Conclusion

A comprehensive, closed protocol PEMM therapy based on 
the myofascial sling connectivity led to a significant improvement 
in symptoms in all the patients studied. The relative retention of 
effects found in the pain and the quality-of-life domains at the 
follow-up was particularly promising. The PEMM therapy may be 
a useful treatment adjunct for CPPS that is primarily tenderness 
positive. To confirm the aforementioned findings and to identify 
CPPS phenotypes that might respond better to such therapies, 
future prospective, randomized controlled studies with a sufficient 
sample size and longer follow-up should be implemented.
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