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Disclaimer: This white paper is for informational purposes only and does not 

constitute medical advice. Practitioners should rely on their clinical judgment and 

consult relevant professional guidelines. PFDN should only be performed by 

healthcare professionals with specific training and certification in this modality. 
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Abstract 

Pelvic floor dysfunction (PFD) encompasses a range of conditions significantly 

impacting quality of life, including chronic pelvic pain, urinary and fecal 

incontinence, and sexual dysfunction. While pelvic floor physical therapy (PFPT) 

is a cornerstone of management, a subset of patients may experience persistent 

symptoms. These symptoms are often linked not only to myofascial trigger points 

(MTrPs) and muscle hypertonicity but also to scar tissue adhesions, associated 

nerve entrapment, patterns of reciprocal inhibition, and broader kinetic chain 

fascial dysfunctions. Pelvic floor dry needling (PFDN), an invasive procedure 

where a thin filiform needle is inserted into MTrPs, scar tissue, and areas of fascial 

restriction, is emerging as a valuable adjunctive modality. This white paper 

reviews the mechanisms, benefits, indications, and risks associated with PFDN, 

highlighting its synergistic role with PFPT and its ability to address these 

multifaceted components of PFD. The aim is to equip urologists, gynecologists, 

and other related medical professionals with the necessary information to 

consider PFDN as part of an integrated approach to managing complex PFD. 

1. Introduction to Pelvic Floor Dysfunction and Current 
Paradigms 

Pelvic floor dysfunction represents a significant healthcare burden, affecting 

millions of individuals across various age groups and genders, though 

predominantly women.1 Conditions such as chronic pelvic pain (CPP), interstitial 

cystitis/bladder pain syndrome (IC/BPS), dyspareunia, coccydynia, levator ani 

syndrome, and non-relaxing pelvic floor dysfunction can be debilitating.2 The 

etiology of PFD is often multifactorial, involving not just muscular issues but also 

the integrity of fascial tissues, neurological components, and the influence of 

biomechanical factors throughout the body.3 Standard treatment protocols often 

involve a multidisciplinary approach, including patient education, behavioral 

modifications, pharmacological management, and crucially, pelvic floor physical 

therapy (PFPT).4 

PFPT employs techniques like manual therapy, therapeutic exercise, biofeedback, 

and neuromuscular re-education to restore optimal pelvic floor muscle strength, 

endurance, coordination, and flexibility.5 However, some individuals present with 

persistent pain and dysfunction due to recalcitrant MTrPs, dense scar tissue 

formations (e.g., post-surgical, post-traumatic), peripheral nerve irritations 

secondary to these restrictions, and compensatory movement patterns stemming 
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from reciprocal inhibition or widespread fascial adhesions.6,7 These factors may 

not fully resolve with conventional PFPT techniques alone. This white paper 

introduces pelvic floor dry needling (PFDN) as a specialized intervention to 

address these complex soft tissue impairments and enhance overall treatment 

outcomes. 

2. Understanding Pelvic Floor Dry Needling (PFDN) 

2.1. Definition and Expanded Mechanisms of Action 

Dry needling is a skilled intervention that uses a thin filiform needle to penetrate 

the skin and stimulate underlying MTrPs, muscular and connective tissues 

(including fascia and scar tissue), and areas contributing to peripheral nerve 

sensitization.8 While dry needling as a technique has historical roots in 

acupuncture, its contemporary application in this context, often referred to as 

trigger point dry needling, is primarily guided by Western neuroanatomy and a 

modern scientific understanding of neuromusculoskeletal dysfunction, 

distinguishing it from the meridian-based theoretical framework of traditional 

acupuncture.9 

The therapeutic effects of dry needling extend beyond MTrP deactivation: 

• Myofascial Trigger Point (MTrP) Deactivation: Insertion of the needle into 

an MTrP often elicits a Local Twitch Response (LTR), an involuntary spinal 

cord reflex. This is associated with reduced spontaneous electrical activity, 

favorable changes in the local biochemical environment (e.g., decreased 

inflammatory mediators like bradykinin, substance P), and muscle fiber 

relaxation. 10,11 

• Scar Tissue Remodeling: Needling into and around scar tissue can 

mechanically disrupt adhesions, stimulate fibroblasts, and promote a more 

organized collagen matrix, potentially improving tissue pliability and 

reducing pain associated with restricted scars (e.g., from episiotomies, C-

sections, or endometriosis surgery). 12,13 This can also improve the glide 

between fascial layers. 

• Neurophysiological Effects & Neuromodulation: 

o Segmental Analgesia: Dry needling stimulates A-delta and C nerve 

fibers, which can activate descending pain inhibitory pathways and 

modulate pain perception via the gate control theory. 14 
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o Nerve Decompression/Desensitization: By releasing hypertonic 

muscle bands or restrictive scar tissue that may be compressing or 

irritating peripheral nerves (e.g., pudendal, obturator nerves), dry 

needling can alleviate neuropathic pain symptoms.7,15 It may also help 

normalize nerve function by reducing ectopic discharges from 

sensitized nerve endings. 

• Improved Blood Flow and Tissue Respiration: Mechanical stimulation and 

subsequent tissue relaxation can enhance local circulation, improving 

oxygenation and nutrient delivery while facilitating the removal of metabolic 

waste products.9 

• Addressing Reciprocal Inhibition: By reducing hypertonicity and restoring 

normal resting tone in overactive pelvic floor muscles, dry needling can 

help disinhibit their antagonists (e.g., gluteal muscles, deep abdominal 

stabilizers). This can improve muscle balance and function around the 

lumbopelvic region, addressing compensatory patterns. 16 

• Fascial Release and Kinetic Chain Influence: The pelvic floor is intricately 

connected via fascial planes to the abdomen, lower back, hips, and lower 

extremities. 17 Dry needling can target localized fascial restrictions within the 

pelvis that contribute to or are affected by dysfunction elsewhere in the 

kinetic chain, helping to restore overall fascial mobility and tensional 

balance. 18 

2.2. Specificity to the Pelvic Floor and Related Structures 

PFDN involves the precise application of these principles to the muscles of the 

pelvic floor (levator ani, coccygeus), associated lumbopelvic-hip musculature 

(e.g., obturator internus, piriformis, adductors, quadratus lumborum), and relevant 

fascial planes or scar tissue.6 This requires advanced training in pelvic anatomy 

and safe needling techniques, including perineal, vaginal, or rectal approaches 

where indicated and appropriate. 

3. Expanded Benefits of Pelvic Floor Dry Needling 

Incorporating PFDN into a comprehensive treatment plan can offer several 

benefits by addressing a wider array of tissue dysfunctions: 

• Targeted Pain Relief from Multiple Sources: PFDN directly addresses 
MTrPs, painful scar tissue, and areas contributing to nerve irritation in 
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conditions like CP/CPPS, vulvodynia, endometriosis-related pain, pudendal 

neuralgia, and post-surgical pelvic pain.6,13,15 

• Reduction in Muscle Hypertonicity and Spasm: Leads to improvements in 

pain and symptoms related to impaired muscle relaxation (e.g., dysuria, 

incomplete emptying, constipation). 11 

• Improved Tissue Extensibility and Scar Mobility: Beneficial for patients 

with pain or dysfunction arising from restrictive scar tissue following 

childbirth, pelvic surgery, or trauma. 12 

• Alleviation of Nerve Entrapment Symptoms: Can reduce pain, paresthesia, 

or altered sensation by decompressing affected nerves.7 

• Restoration of Muscle Balance and Function: By addressing reciprocal 
inhibition, PFDN can facilitate improved activation and coordination of 

inhibited synergistic muscles (e.g., gluteals, transversus abdominis), 

contributing to better lumbopelvic stability and movement patterns. 16 

• Enhanced Efficacy of Pelvic Floor Physical Therapy: By addressing deep 

MTrPs, dense scar tissue, and neural components, dry needling can make 

tissues more responsive to subsequent manual therapy, therapeutic 

exercise, and neuromuscular re-education, breaking cycles of pain and 

dysfunction. 19 

• Addressing Broader Kinetic Chain Influences: Can help resolve pelvic 

symptoms that are perpetuated by or contribute to dysfunction in adjacent 

body regions through fascial connections. 17,18 

• Potentially Faster Symptom Resolution: For patients with clearly 

identifiable myofascial, scar-related, or neurogenic components, PFDN may 

accelerate recovery.20 

4. Synergy with Pelvic Floor Physical Therapy 

PFDN is most effective as an integrated component of a comprehensive PFPT 

plan. Its synergy is enhanced by its ability to address a wider range of tissue 

impairments: 

• Preparing Tissues for Manual Therapy and Exercise: PFDN can release 
deep MTrPs, soften scar tissue, and reduce neural tension, making 
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subsequent manual techniques (e.g., myofascial release, joint mobilization) 

and therapeutic exercises more tolerable and effective. 

• Facilitating Neuromuscular Re-education and Motor Control: By reducing 

pain, hypertonicity, and addressing inhibitory influences, PFDN creates a 

better physiological environment for retraining muscle activation patterns 

and restoring optimal motor control. 

• Breaking the Chronic Pain Cycle: By reducing peripheral nociceptive input 

from MTrPs, scar tissue, and irritated nerves, and by addressing central 

sensitization mechanisms, PFDN can significantly contribute to down-

regulating chronic pain states. 14 

• Addressing the Biopsychosocial Model: For patients who have plateaued, 

the tangible improvements from PFDN can be highly motivating, improving 

adherence and addressing the psychological components of chronic pain. 

5. Indications for Referral for Pelvic Floor Dry Needling 

Referral for PFDN should be considered for patients with PFD who exhibit 

symptoms and signs suggestive of a significant soft tissue component, 

particularly when: 

• Presence of Diagnosed Myofascial Pelvic Pain: Including conditions such 

as levator ani syndrome/non-relaxing pelvic floor dysfunction, coccydynia 

with associated pelvic floor muscle spasm, interstitial cystitis/bladder pain 

syndrome (IC/BPS) where myofascial trigger points (MTrPs) contribute to 

symptoms, chronic prostatitis/chronic pelvic pain syndrome (CP/CPPS) with 

identified MTrPs, dyspareunia or vaginismus linked to pelvic floor muscle 

hypertonicity and MTrPs, vulvodynia or vestibulodynia with a myofascial 

component, pudendal neuralgia or persistent perineal pain where MTrPs 

may be contributing or mimicking nerve entrapment, endometriosis-related 

pain with secondary myofascial dysfunction, and core muscle dysfunction 

(e.g., obturator internus, piriformis involvement) contributing to pelvic or hip 

pain.6 

• Symptomatic Scar Tissue Adhesions: Pain, restriction, or dysfunction 

related to scarring from episiotomy, perineal tears, C-section, hysterectomy, 

endometriosis surgery, or other pelvic/abdominal surgeries. 12 
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• Suspected Peripheral Nerve Entrapment/Irritation: Symptoms consistent 

with pudendal, obturator, ilioinguinal, or genitofemoral nerve irritation where 

myofascial restrictions or scar tissue are deemed contributory.7,15 

• Clinically Evident Reciprocal Inhibition Patterns: This refers to situations 

where overactivity and hypertonicity in the pelvic floor muscles lead to the 

inhibition or weakness of their opposing muscle groups, such as the gluteal 

or deep abdominal muscles, thereby contributing to lumbopelvic pain or 

instability. 16 

• Palpable Myofascial Trigger Points, Taut Bands, or Fascial Restrictions: 
Identified on physical examination by a trained practitioner. 

• Inadequate Response to Conservative PFPT: This is particularly relevant 

for patients whose progress has plateaued or who present with recalcitrant 

cases where underlying scar tissue, significant hypertonicity, or suspected 

neural components have limited the benefits of conventional PFPT 

approaches. 

• Patient Preference and Informed Consent: After a thorough explanation of 

the procedure, its expanded rationale, risks, and benefits. 

A comprehensive musculoskeletal and neuro-myofascial assessment is crucial. 

6. Contraindications and Potential Risks 

6.1. Absolute Contraindications:8,9 

Condition Reason 
Patient refusal or lack of consent The procedure cannot be performed 

without the patient's agreement. 
Needle phobia (severe) Patients with an extreme fear of 

needles may not tolerate the 
procedure. 

Acute local infection, cellulitis, or skin 
lesions at the site of needling 

Needling is contraindicated due to the 
risk of exacerbating infections or 
lesions. 

Uncontrolled bleeding disorders or 
anticoagulant therapy 

Needling is avoided in cases where 
INR is unstable or excessively high 
without medical consultation. 

Lack of ability to communicate by the 
patient 

Effective communication is necessary 
to ensure safety and patient 
understanding during the procedure. 
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6.2. Relative Contraindications/Precautions:8,9 

Condition Precaution/Contraindication 
Pregnancy Particularly first trimester. Pelvic floor 

needling during pregnancy is generally 
avoided or undertaken with extreme 
caution and specialist consultation. 

Lymphedema Needling in an area of lymphedema or 
post-lymph node removal requires 
careful consideration. 

Compromised Immune System Needling in patients with weakened 
immune responses may require 
additional precautions. 

History of Vasovagal Syncope Patients prone to vasovagal syncope 
need heightened monitoring during 
needling procedures. 

Metal Allergies Needling should account for possible 
reactions to needle materials in 
patients with metal allergies. 

Areas over Implanted Medical Devices Needling in areas near implanted 
devices must be approached with 
caution to avoid complications. 

 

6.3. Potential Risks and Adverse Events:21  

Risk/Adverse Event Description 
Post-needling soreness or aching Temporary discomfort in the affected 

area following the procedure. 
Bruising or minor bleeding Small bruises or light bleeding at the 

site of needling. 
Fatigue or lightheadedness Feelings of tiredness or dizziness post-

procedure. 
Vasovagal response A fainting episode or similar reaction 

triggered by the procedure. 
 

More Serious But Rare Risks Description 
Infection Risk of infection at the site following 

the procedure. 
Nerve irritation or injury Heightened awareness needed when 

needling near known nerve pathways 
or within scar tissue that may have 
altered anatomy. 
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More Serious But Rare Risks Description 
Pneumothorax Relevant when needling associated 

truncal musculature. 
Perforation of viscera Potential risk involving damage to 

internal organs. 
 

7. The Evidence Base for Pelvic Floor Dry Needling 

The evidence for PFDN is growing, supported by research on dry needling for 

musculoskeletal pain, scar management, and neuropathic pain components. 

• General MTrP Dry Needling: Dry needling for MTrPs in various body 

regions is well-supported by systematic reviews and meta-analyses, 

demonstrating effects on pain reduction and improved function.22,23 

• Chronic Pelvic Pain Syndromes (CP/CPPS): For conditions like CP/CPPS, 

MTrP dry needling shows promise.24 The Anderson et al. protocol, while 

broader in its interventions, includes addressing MTrPs as a key 

component. 13 

• Dyspareunia and Myofascial Pelvic Pain: The Tirloni et al. (2015) RCT 

supports the use of dry needling for dyspareunia linked to MTrPs.25 

Similarly, Itza et al. (2010) reported benefits for broader myofascial pelvic 

pain syndromes.26 

• Scar Tissue: While direct high-level evidence for dry needling of pelvic 

scars is still emerging, principles from dry needling/acupuncture for other 

types of scars (e.g., post-surgical, burn scars) suggest benefits in pain 

reduction and improved pliability. 12,27 Manual therapy for pelvic scars is 

established, and needling offers a more focal intervention.28 

• Nerve Entrapment: Studies on dry needling for conditions like piriformis 

syndrome (which can affect the sciatic nerve and mimic pelvic pain) or 

carpal tunnel syndrome suggest a role for needling in reducing nerve 

compression symptoms by releasing surrounding myofascial tissues.29 

Extrapolating these principles to pelvic nerve entrapments (e.g., pudendal 

neuralgia secondary to muscle spasm) is a clinical rationale. Hibner et al. 

(2010) discuss the multifactorial approach to pudendal neuralgia, where 

myofascial release is key. 15 



DrBarberClinic.com    
 

11 

• Reciprocal Inhibition & Kinetic Chains: The understanding of regional 

interdependence and fascial connections is foundational in manual 

therapy. 17,18 While direct RCTs on PFDN specifically for correcting reciprocal 

inhibition in the pelvis may be limited, the clinical rationale is strong: 

reducing primary dysfunction in one area (pelvic floor hypertonicity) can 

positively impact related areas in the kinetic chain. 

More research specifically targeting PFDN for scar tissue, nerve entrapment, and 

kinetic chain effects within the pelvis is needed. However, the existing evidence 

for dry needling's broader mechanisms, combined with anatomical and 

physiological rationale, supports its application for these complexities. 

 

8. The Procedure: What Referring Physicians and Patients Can 
Expect 

When referring a patient for PFDN, or when a patient is considering it, 

understanding the typical procedural steps is helpful: 

1. Comprehensive Assessment: The PFDN specialist will conduct a thorough 

evaluation. This includes a detailed patient history, and a physical 

examination to identify relevant MTrPs, assess scar tissue quality and 

mobility, check for signs of neural tension or irritation, and evaluate regional 

muscle imbalances and fascial restrictions. 

2. Informed Consent: A detailed discussion will occur covering the procedure 

itself, its specific goals for the patient, potential benefits and risks, 

alternative treatments, and the expanded rationale for needling various 

tissue types if applicable. Written informed consent will be obtained. 

3. Patient Positioning: The patient will be positioned comfortably and securely 

(e.g., supine, sidelying, or prone) to allow the practitioner optimal access to 

the target muscles and tissues while ensuring patient safety, privacy, and 

modesty. 

4. Needle Insertion and Technique: Thin, sterile, single-use filiform needles 

are used. The practitioner will palpate and identify the target MTrP, scar 

tissue, or fascial restriction. The needle insertion technique will be adapted 

to the specific tissue being addressed; for example, specific approaches 

are used for scar tissue, and careful anatomical knowledge guides needling 
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near nerves. The depth of insertion varies depending on the target tissue 

and anatomical considerations. The goal is often to elicit an LTR when 

treating MTrPs, or to achieve mechanical disruption and stimulation in scar 

tissue or fascial restrictions. 

5. Needling Application: Needles may be left in situ for a short period or 

manipulated (e.g., pistoning, rotation) to achieve the desired local and 

systemic effects. Electrical stimulation via the needles (electro-dry 

needling) may also be employed in some cases to enhance or modulate the 

therapeutic effect. 

6. Post-Needling Care and Advice: After needle removal, gentle pressure may 

be applied to the insertion sites. The patient will be advised on managing 

potential post-treatment soreness (e.g., using heat or cold as appropriate, 

gentle stretching or movement) and encouraged to maintain adequate 

hydration. Activity modifications may be suggested for a short period. 

7. Integration with PFPT and Interprofessional Dialogue: PFDN is typically a 

component of a broader PFPT plan. The PFDN session aims to create a 

therapeutic window, making tissues more amenable to other interventions. 

Effective interprofessional dialogue between the PFDN provider, the 

referring pelvic floor physical therapist, and other involved medical 

practitioners is crucial for optimal care planning, monitoring progress, and 

adjusting the overall treatment strategy to maximize patient outcomes. This 

collaborative approach ensures that gains made from needling are 

integrated into the patient's comprehensive rehabilitation program, which 

may include manual therapy, therapeutic exercise, and neuromuscular re-

education. 

8. Number and Frequency of Sessions: The total number of PFDN sessions 

and their frequency will vary depending on the individual patient's 

condition, the chronicity and complexity of their symptoms, the number and 

nature of tissues being addressed, and their response to treatment. This 

typically ranges from a few sessions to a more extended course, often 

spaced one to two weeks apart initially, with frequency adjusted based on 

progress. 
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9. Conclusion and Call to Action 

Pelvic floor dry needling is a promising intervention for PFD, addressing not only 

myofascial trigger points and hypertonicity but also playing a crucial role in 

managing painful scar tissue, alleviating nerve entrapment symptoms, correcting 

patterns of reciprocal inhibition, and influencing broader kinetic chain 

dysfunctions. When performed by skilled practitioners, PFDN offers a targeted 

approach to these multifaceted issues, enhancing the effectiveness of 

comprehensive pelvic floor physical therapy. 

Medical practitioners are encouraged to consider PFDN for patients with complex 

PFD, especially when scar tissue, neural components, or widespread myofascial 

restrictions are suspected contributors. Collaborative care with PFDN specialists 

can optimize outcomes. 
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