Pelvic Dysfunction Information

Provided by Angie Lambert  

National  Childbirth Trust UK Specialist Worker for SPD/DSP

Providing information and advice to women, their families and carers affected by pelvic dysfunctions.
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1. Who is this booklet aimed at?
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This book is primarily aimed at women who are either pregnant or postnatal, their families and carers. However, there are sections within the booklet that are specifically aimed at providing your midwife or other health professional with information.

The aim of this booklet is to provide information about pelvic dysfunction specifically (S.P.D.) Symphysis Pubis Dysfunction and (D.S.P.) Diastasis Symphysis Pubis. It is not designed to replace proper medical advice and this should be sort in addition to reading this booklet.

The information in this booklet has been compiled from information provided by various members of the medical profession including midwives, consultant obstetricians  and gynaecologists, consultant orthopaedic surgeons, consultant radiologists, physiotherapists and chiropractors to name but a few.

There can be many causes of pelvic pain in pregnancy; S.P.D. and D.S.P. are just two of them. Having SPD is like throwing a pebble in a pond it can affect: - Marriage, Family relationships, Sex life, social life, and can cause employment and financial problems.

The quality of life for some women affected by SPD can be greatly diminished, many cannot lift their babies out of a cot because they need crutches just to be able to stand up. Some are in wheelchairs and feel cheated of the pleasure of being able to sit on the floor and play with their children.

In some cases women with SPD may also experience emotional problems such as - Depression, Resentment, Anger, Lack of self-esteem, Frustration, Lack of confidence, and the feeling that no one believes them, and that no one cares.

In some rare cases SPD has also be known to cause:

Marital breakdown and divorce, leaving the woman feeling alone and frightened, often scared that her children will be placed into care, because of her inability to care for them properly due to her condition. This said, it does not necessarily mean that you will experience any of these problems.

If treatment is prescribed at an early stage of the condition, it can prevent women becoming temporarily or permanently disabled.

For the majority of women with SPD, recovery is fairly quick, in most cases within 6-12 months, and this recovery can be aided by proper management. By listening to your body; accepting as much help as possible and following the Do’s and Don’ts in this booklet (these can be adapted to meet your own personal needs).

Points to Remember

1. Listen to your body – if it hurts don’t do it!

2. Accept as much assistance as you can – this is not a sign of weakness!

3. Breastfeeding does not interfere with pelvic dysfunction – there are different hormones at play!

4. Try to avoid upper body twists, squatting, heaving lifting – avoid any activity that might put more strain on your pelvis!

5. Your baby is not affected by pelvic dysfunction!

6. Pelvic dysfunction is not life threatening – but it is life limiting!

Remember this booklet of information is only a for guidance and is not meant to replace medical advice and treatment.

2.What is pelvic dysfunction?

What is Pelvic Dysfunction?

Pregnancy hormones soften and stretch the ligaments of the body in order to allow the pelvis to open slightly during labour, so that the baby can move easily through. Symphysis Pubis and/or lower back pain can occur as early as the 12th week of pregnancy.

It must be stressed that although pain in pregnancy is common, it does not have to be tolerated.

Not all women suffer from pelvic pain during pregnancy, some only suffer postnatally. There are also those who suffer both during and after pregnancy. Some women will experience pelvic pain in their first pregnancy and not subsequently, while others suffer from this distressing problem with each and every baby. It is advisable to leave a two-year gap between pregnancies to allow your body to fully recover.

As mentioned before there are two conditions covered by this information booklet S.P.D. and D.S.P. So what is the difference between  SPD & DSP?

There is understandable confusion about the meaning of the two terms. The symptoms are the same so what is the difference?

SPD (Symphysis Pubis Dysfunction) simply means that the joint is apparently not working, as it should be. Together with the two sacroiliac joints at the back of the pelvis, the symphysis pubis plays an important part in holding the pelvis absolutely steady during any activity, in any position, which involves the legs. If the joint is not firmly ‘tied’ by its ligaments it cannot effectively perform its role and excessive strain is placed on all the pelvic joints giving rise to the all too familiar painful symptoms. It is important to remember that the sacroiliac joints are equally affected by the hormones of pregnancy and become slightly looser. It is very common to find that although a woman might be complaining of groin and pubic pain, the main cause of the symptoms is actually at one or both of the sacroiliac joints and this puts extra stress on the symphysis. In other words the term SPD is flagging up the fact that the pelvic girdle is not functioning correctly and, unless an abnormal gap is definitely shown at the symphysis pubis, the condition will be termed SPD.

DSP (Diastasis Symphysis Pubis) means an abnormally wide gap between the two pubic bones at the symphysis pubis joint situated at the front of the pelvis. It can only be diagnosed conclusively by investigation such as x-ray, ultrasound or MRI scan. The non-pregnant gap is 4-5mm but in every pregnancy there will be an increase of at least 2-3mm due to the fact that ligaments which ‘tie’ the joint become slightly slacker under the influence of the pregnancy hormones. Therefore, it is considered that a total width of up to 9mm between the two bones is normal for a pregnant woman. Following delivery, this natural extra gapping decreases within days although the supporting ligaments will take three to five months to fully return to their normal state to make the symphysis pubis a strong joint again. An abnormal gap is considered to be 1cm or more, sometimes with the two bones being slightly out of alignment, and remains evident after the time that the joint should have regained the normal non-pregnant width.

So where is the Symphysis Pubis?
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The pelvic girdle is made up of three large bones, the Sacrum, or base of the spine, and two large isometric bones, which form a joint in the front, the Symphysis Pubis, and join with the Sacrum at the back at the Sacro-iliac joints. 

The Coccyx or tailbone is attached to the Sacrum. Separation of more than 10mm (1cm) at the Symphysis Pubis is known as Diastasis Symphysis Pubis but there can be other causes of Symphysis Pubis pain    

                                                                      during pregnancy and after the baby is born.

Symptoms

Pain is usually felt low down over the Symphysis Pubis joint, which may be extremely tender to the touch. Pain may also be felt in the hips, groin and lower abdomen and can radiate down the inner thighs. You may waddle or shuffle, and may be aware of an audible ‘clicking’ sound coming form the pelvis.

During pregnancy and after, the Symphysis can gap slightly and walking, climbing stairs and turning over in bed can be difficult or even impossible.

Pelvic pain can develop slowly during pregnancy gradually gaining in severity as the pregnancy progresses. A combination of postural changes, the growing baby, unstable pelvic joints under the influence of pregnancy hormones and changes in the centre of gravity can all add to the varying degree of pain or discomfort. In some cases it can come on suddenly following a fall, sudden abduction of the thighs (opening to wide too quickly!).

Pain may remain static, i.e. in one place such as the front of the pelvis giving the feeling of having been kicked, in other cases it may start in one area and move to other areas, you may experience a combination of the symptoms.

Any weight bearing activity has the potential of aggravating an already unstable pelvis, and daily activities such as turning over in bed, getting in and out of a car or bath and climbing the stairs can all prove potential problems.

Some women find they need referral to a physiotherapist in order to obtain crutches, a Zimmer frame or in more severe cases a wheelchair to help them get about.

For any woman who was physically active prior to pregnancy to suddenly be grounded by her pelvic pain can be very frustrating and this may cause her to feel angry or resentful towards her baby. This is a normal reaction, but it is advisable to talk to your Health Visitor about you feelings and if necessary gain referral to a counsellor to help you come to terms with your feelings.

Please remember that S.P.D. is caused by your pregnancy hormones and not directly by your baby. S.P.D. will not cause any harm to your baby either.

3. Useful Self-Help Information

Accept help at every opportunity (easier said than done!).

Key Points to Remember:

· Keep symmetrical when you move, sit, stand or lay down 

· Avoid lifting 

· Avoid twisting movements 

· Avoid things you know will hurt you 

· Allow the joints to heal while remaining as active as possible 

· Be extremely careful not to slip, as your pelvis is very vulnerable 

· Place a folded towel or pillow between your knees at night

Take tiny steps to go up stairs one at a time, setting off with your better leg if you have one and bringing the second leg to meet the first before going up another step.  Walking sideways upstairs is often easier! If your only toilet is upstairs think what else you need to do while you are up there or take a short rest before coming down.  Keep a supply of nappies etc., upstairs and downstairs and remember to refill it when planning your daily trips.

Involve your Occupational Therapist (O.T.) (if you have one) to look at your home. They can provide useful equipment to make life easier: - 

· A bathboard to prevent you from stepping in and out of the bath.

· A chair that allows you to semi-sit (perching stool). To help in the kitchen or at the top of your stairs so you can take a rest. 

· Alter the height of your sofa or provide a board to make it more comfortable.

· A claw that will enable you to pick things up off the floor to prevent you from bending down all the time.

Plan or think about every task…

· How can you make it easier?

· Do I have everything I need?

· Do I really need to do that?

After a while you will not even be aware of the planning and things will become second nature.

If you are planning a shopping trip (depending on how debilitating your condition is) you can use a wheelchair. If you do not have a wheelchair, some shopping centres can provide them. Ring ahead to check availability. In addition, Disability might be able to assist you.

Some Supermarkets also have wheelchairs you can use and if staff are available they will go round the store with you.  

Try to keep in contact with people and encourage them to visit. After a period of time being fully or semi-housebound can change your view on your abilities/disabilities. Make sure you are with people you trust and feel confident with or it might have the opposite effect.

Make sure you have a seat that you are comfortable in (Your OT may be able to help you with this). Make that space yours by having things around you that you will need for the day i.e. telephone, TV remote control, magazines etc.

Remember most people have no idea how you feel both physically and mentally. They can say and do things that might hurt or upset you without realisation or intent.

Listen to your body – do not do too much of any one thing, i.e. Do Not walk too far, do not sit too long, do not exercise too long.

Simple tips to help ease the discomfort

1 – Listen to your body - if you know a particular activity causes discomfort, try to avoid, or stop the activity. e.g. Strenuous exercise, prolonged standing, walking, or vacuum cleaning etc.

2 – Rest - take the weight of your body off your pelvis whenever possible.

3 – Sit down whilst doing tasks for which you would normally stand - e.g. ironing or preparing food etc. Only do essential lifting - e.g. a toddler. Try to get him/her to climb onto a stool or chair before you lift. Remember, the more you carry the more the strain on your pelvis.

4 – Be lady-like! Avoid straddle movements, especially when weight bearing. Keep your legs together for getting into/out of a car or bed. If possible, shower rather than bathe, and do not sit astride a bidet - sit on it like a toilet.

5 – Swimming. Many pools now run aquanatal classes, which should be run by, qualified people. Remember to tell them about your condition. Avoid the breaststroke - the movement of the arms and legs is not a natural movement in normal daily life and can put more strain on the pelvis.

6 – Bend your knees and keep you legs 'glued' together when turning in bed, and when getting in and out of bed.

7 – Pelvic support. A Trochanteric belt or Tubigrip both give good support. Tubigrip (size K or L) is worn double from the upper thigh to the upper abdomen. An extra single layer around the thighs (mini skirt style) is brought up to the level of the hip bones to give three layers around the lower abdomen, this will give added support. A Sacro-iliac support may help if you have low back pain.

8 – Avoid twisting movements of the body - always face what you are doing.

9 - Avoid squatting; straddle movements and upper body twists.

10 – If pain is severe, the use of elbow crutches will help take the weight off the pelvis and keep you relatively mobile.

Listen to your body – If it hurts – Don’t do it!

4. Labour
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1  Just  before  your  ‘due’  date,  your  ‘birthing  partner’  should measure how far you can part you knees without pain when you lie with your  knees  bent. This  is  known as  your  ‘pain  free gap’.  Tell  your midwife on  the  labour  suite  if movement  is  restricted and  painful.  She  and  your  ‘birthing  partner’  can  then  try  to ensure  that  your  knees  are  not  parted  beyond  their  pain  free range. 

2 Epidural. Your  ‘birthing partner’ should ensure  that your  legs do not  fall  into a position outside your  ‘pain  free gap’, holding  them  together  if necessary! It is the position of  the  legs and back while  the epidural  is effective  that  is vital. The back  should be  supported and not sagging or slumped. One Obstetrician has recommended tying a cloth belt around the knees to keep them within their pain-free range. 

3  Birthing pool. This depends on  the policy of your  labour unit. In general,  if pain is mild and you are reasonably mobile it may be possible to use the pool. If the pain is more severe, the  it  is  probably  not  advisable  to  use  the  pool.  Discuss  your  options  with  your  labour team/midwife. 
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4   Delivery  positions.  Lying  on  your  side  with  someone supporting your upper  leg  is  the best position  to put  the  least strain  on  your  pelvis  and  back.  You  should,  however,  use whatever  position  feels  most  comfortable.  Kneeling  upright over some pillows or beanbags lets your body work with gravity and allows the baby to descent through the birth canal. There is slightly less strain on the Symphysis than there would be if you were lying on your back.  
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5  Squatting, which  could  stress  the Symphysis Pubis,  is not advisable. The lithotomy position, with legs in stirrups, or on midwives hips, is possibly a cause of postnatal pelvic pain. 

 6  Always  talk  to  your  midwife  or  labour/delivery  team  about  the  options  available  to minimise the strain on the Symphysis during labour and especially during delivery.  
7   Caesarean  Section  -  there  is  a  lot  of  controversy  surrounding  elective  caesarean  and  a womans legal right to demand one. It must be remembered that caesarean section is a major abdominal operation and carries its own possible complications. Therefore, it is essential that you discuss your options with your Obstetrician and weigh up the benefits against the possible complications of caesarean delivery over vaginal delivery.  
Special thank you : The lady in the photographs is Jane Peachment Midwifery Sister from the royal Berkshire Hospital in Reading. 

5. Birthplan

This is designed to be a discussion document only.
I, (Name) ……………………….. have been suffering with Symphysis Pubis Dysfunction during my pregnancy, which has been extremely painful. It would reassure me to know that this birth plan was being followed at a time when I may not be able to express my needs clearly.

My pain free gap is ………….cms. Please help me make sure that my knees do not fall open beyond my pain free gap during delivery.

DURING LABOUR & DELIVERY

I would like to be able to move around as freely as possible during labour and may need your help and encouragement to avoid getting ‘stuck’ in any one position.

My preferences for pain relief are:-

1 – To carry on as long as possible naturally – 2 – Waterbirth/birthing pool 

3 – Gas and oxygen (Entonox) - 4 – Epidural/spinal block

5 – Pethidine/Meptid – T.E.N.S. (Transcutaneous Electrical Nerve Stimulation)

If possible, I SHOULD NOT deliver in a lithotomy position with legs/feet on midwives hips, or in stirrups as this will not help my condition. A better position would be lying left or right lateral with someone holding my upper leg (within my pain free range), or kneeling. If this is uncomfortable, help me to find a more upright position that puts as little strain or restriction on my pelvis and back as possible.

If an assisted delivery is needed, please could I opt for a ventouse delivery, as I understand this can be done laterally.

AFTER DELIVERY

After the birth, if I need stitches, please could this be done without the use of stirrups. If stirrups have to be ‘used’ please ensure that my knees be supported to prevent further damage to my pelvis.

I have/or would like, a pelvic support belt (Fembrace/Reenie/Promedics/Trochanteric) to wear postnatally to help stabilise my pelvis.

I may also require enforced bedrest and would be grateful if my notes made this clear for the staff on the postnatal ward.

I would like to see a Physiotherapist whilst in hospital to discuss treatment and modification to standard postnatal exercises. I would also like a referral for follow-up physiotherapy action while I am still in hospital, as I WILL NEED this help to fully stabilise my pelvis following birth.

Thank you for taking the time to read/discuss my plan. I hope it does not offend your professionalism in any way. I realise things do not always go to plan but I wanted to make you aware of my condition, and the pain I have been/am in.

6. Information for Professionals

For Midwives or Other Health Professionals

Identifying Women with Symphysis Pubis Dysfunction (SPD)

History:

Previous trauma. History of low back pain. Previous history of SPD.

Signs and symptoms:

Symptoms

Pain

Difficulty or inability to walk

Difficulty with movements such as rolling in bed and getting in/out of car

Suprapubic pain, sacroiliac or lumbar pain.

Radiating pain to the buttock, groin or leg.

Difficulty walking with long strides/normal strides.

Difficulty in abducting legs.

Anxiety over cause of pain

Signs

Pain on palpation of symphysis

Pain on unilateral weight bearing

Waddling gait

Tight hip adductors

Query Pubic diastasis

Unable to get up onto an examination table.

Getting in and out of a bath.

Lifestyle restrictions:

Difficulty in:

Getting in and out of a car.

Turning over in bed.

Climbing the stairs.

Shopping and household activities.

Sexual intercourse.

May experience loss of self-esteem and depression.

General Screening:

Standing:

Evaluate postural balance - level of trochanters and iliac crests. Is there foot pronation?

Supine:

Leg equality – compare each medial malleoli. Check level of ASIS, level of symphysis pubis. (Is there a gap in the SP, or swelling or tenderness on one side of the SP?).

Measure leg abduction with knees bent. Never exceed this during labour!

Immediate advice:

Stand with even weight on both feet.

Sit without crossing the legs. Sit evenly on both buttocks.

Use a pillow in the small of the back when seated.

Turn over in bed with knees together.

Try to keep knees together when doing activities such as getting in and out of a car.

Try to use the shower instead of the bath.

Brace you lower abdominal and pelvic muscles whenever you need to bend or lift (e.g. lifting a child, hoovering, hanging washing, pushing a shopping trolley or pushchair).

Home Care:

Ice packs can be beneficial. Place in a towel directly over the symphysis pubis or sacroiliac joint depending on the area of pain. Small wheat packs from the freezer are ideal.

Referral:

N.H.S.

Obstetric Physiotherapist experienced in the management of SPD

Specially organised back care groups for SPD

Private

Registered Chiropractor/Registered Osteopath – preferably experienced in peripartum care.

Acupuncturist, Alexander teacher, Pilates instructor.

Ideal Referral Pattern for patients with pelvic dysfunction in pregnancy

[image: image8.emf]

[image: image9.wmf]GP
 
    Consultant

Midwives

[image: image10.png]



Referral to Physiotherapist and/or Occupational Therapist

&

National Childbirth Trust/www.spd-uk.org

Assessed for Labour

Seen on ward postpartum

Postnatal exercises modified to suit condition

Postnatal follow-up appointments with physiotherapist

Discharge from hospital

Ongoing care at home, and regular professional assessments
SYMPHYSIS PUBIS DYSFUNCTION

Guidelines for Care in Labour and Delivery

During Labour and Delivery

· All members of the team must be aware of the implications of S.P.D.

· The distance a women is able to abduct her hips without causing pain (pain-free threshold) should be measured by placing a tape measure between her knees and recorded in the notes prior to Labour. (See page 9)

· Keep separation of legs to the minimum.

· Perform vaginal examinations in the most comfortable position for the woman.

· Be aware of the masking effect of epidural and spinal anaesthesia in relation to excessive abduction of the hips.

· Enable mother to adopt a position of optimum comfort in all stages of labour.  Lying on the left or right side or kneeling upright should be considered for delivery.

· Actively discourage women from placing their feet on attendant’s hips because of the excessive forced hip abduction and strain on the pubis, not too mention the strain to the attendants hips/lower back!

· Consider the most comfortable position for the mother when suturing.

· If lithotomy is required, it should be for the shortest time possible: i.e. for assisted deliveries, suturing or manual removal.

· In severe cases, an elective caesarean may be necessary.

7. Postnatal Care

It is important to seek treatment from a professional experienced in treating SPD as early as possible when you develop symptoms. This is to check alignment of your pelvis, and have this treated and realigned as necessary. They may also show you specific exercises for pelvic stability to help to strengthen the area. 

You may find a Chartered Physiotherapist or an Osteopath with experience in treating pelvic joint problems is most appropriate, or a Women's Health physiotherapist at your local hospital may be able to treat you.

You may also need to be referred to an Occupational Therapist for assessment for equipment to help you at home if you have more severe symptoms.

· REST is most important, especially during the first few weeks, but remember too much rest can have and adverse effect.

· If pain is severe consult your GP, he/she may prescribe painkillers or anti-inflammatory drugs. 

· Don't forget to tell your doctor if you are breast-feeding.

· Accept as must help as offered. 

· Remember, the more care taken during the first few days/weeks the better.

General Practitioner

Your GP can prescribe painkillers or anti-inflammatory drugs to help relieve pain. The drug prescribed will depend on whether you are pregnant or breast-feeding. Your GP can refer you to a Specialist Physiotherapist for help, advice and treatment. It may be possible to arrange some home help if you are very disabled.

Pain Management

· Analgesia

· Simple analgesia e.g. Paracetomol

· Opiates  

· NSAIDS e.g. Voltarol

· Pain relief team/Pain Clinic 

· Amitryptiline

· TENS

· Epidurals

· Local anaesthetics

If you are breastfeeding remember to tell your GP before being prescribed painkillers as some medication can affect your breastmilk and pass onto the baby.

Physiotherapist

An Obstetric or Manipulative Physiotherapist can offer various treatments. A support belt can be supplied, to help hold the pelvis together, e.g. a Trochanteric belt or double-ply Tubigrip may be helpful. Your Physiotherapist may also recommend Transcutaneous Electronic Nerve Stimulation (TENS) to relieve the pain. There are some forms of Physiotherapy that can only be used postnatally. Crutches may be necessary to you to remain mobile.

Orthopaedic Surgeon

Although not common, an operation to fuse, wire or plate, the Symphysis Pubis together can be carried out, but only in extreme cases, there is little research on this method and it is important to find a surgeon who is familiar with doing this operation and managing it.

Pain Clinic

These clinics specialise in relieving and helping people with controlling pain and can offer many forms of treatment for long term, chronic pain sufferers. There may be a waiting list.

Your GP should be able to refer you to a pain clinic, not all hospitals have their own pain clinic, but your GP might be able to refer you to another hospital.

Other Treatments

Acupuncture, Chiropractic, Osteopathy, Classical Osteopathy, and Aromatherapy may also help your condition to improve. Lots of support from family and friends is vital, and having someone to talk to, perhaps a qualified counsellor, may make a big difference.

Family Support

It is important to ensure that friends and family are aware of your condition and of how they can help.

It is most useful to be in touch with other women who have also suffered from this problem and through our membership scheme we can put you in touch with many other women throughout the UK and overseas. 
If you are experiencing pelvic pain after you have been discharged from hospital it is  very important to seek medical treatment early.

It is advisable to get the pelvis stabilised as soon as possible, this may involve manipulative therapy to realign the joints, this in turn will help to reduce pain in the whole of the pelvis.

Pelvic dysfunction can also be aggravated by synthetic hormonal intervention such as the contraceptive or HRT.

Other Associated Problems

· Women with Pre-menstrual Syndrome are likely to go on to have Pre-menstrual Pelvic Pain.

· Oral/injection type contraception may cause pelvic pain to return due to the progesterone.

· HRT users may also notice an increase or return of pelvic pain.

8. Diagnosis

Signs to watch out for.

The heel of one shoe wearing down quicker than the other - may indicate a subluxation of the pelvis, this can be diagnosed with a flamingo x-ray.

The woman may walk sideways like a crab,  while others prefer to walk backwards, due to pain in the Symphysis Pubis.

The woman may walk around holding her legs close together and may also hold her lower abdomen for support.
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Diagnosis and Treatments

Ultrasound (Fig.2) (in pregnancy) or a simple pelvic x-ray (after delivery) in a flamingo stance (fig.1) or MRI scan may help provide a diagnoses. 

(fig.1 and 5) A flamingo position X-ray most clearly shows vertical displacement of the pubic symphysis

Fig.2                                                         Fig.3                                                       Fig.4                                                      Fig.5   



Ultrasound
                  Normal X-ray of female pelvis   10mm Gap – Diastasis            Flamingo x-ray  

                                                          






            showing subluxation 

  
                                                                                                                                                               (one side higher than other)

Treatments that have been found to be beneficial
· Physiotherapy

· Chiropractic

· Osteopathy

· Acupuncture

· Pain Clinics

· Surgery

· Cranio-Sacral Osteopathy

9. Who can help?

The Association of Chartered Physiotherapists in Women’s Health (ACPWH)

14 Bedford Row, London WC1R 4ED 

Can provide you with a copy of the leaflet SPD Clinical Guidelines – just send a large SAE.

If you would like to contact Angie Lambert the author of this booklet and former founder of the British S.P.D. Support Group (unfortunately now closed) you can e-mail info@spd-uk.org 

For information on pelvic support belts:

Promedics Ltd. Clarendon Road, Blackburn, Lancs BB1 9TA

Tel: 01254-619000

John Farbon Ltd. 11 Merrivale, London E5 9BN

Tel: 0208-886-1782


10. Other Information

Exploding the Myths

· Breastfeeding can make a woman’s condition worse - FALSE

· Overweight women are more likely to be affected by pelvic dysfunction - FALSE

· Injury to the neck, spine or pelvis can predispose a woman to pelvic dysfunction - TRUE

· You have to be pregnant or least have had a baby to have pelvic dysfunction - FALSE

· You have to be a woman to experience pelvic dysfunction - FALSE

Number of pregnancies in the UK 2002 (live & stillborn): 594,634 (Office of National Statistics)

This would equate to 16,518 women a year in the UK.

In 1995 it was estimated that 1:800 women would suffer from pelvic dysfunction caused through pregnancy, with long-term disability found in 3.

(The importance of pubic pain following childbirth: a clinical and ultrasonographic study of diastasis of the symphysis pubis.  Scriven M. MS FRCS, Jones D.A. Mchir. FRCS, McKnight L FRCR (1995) Journal of Medicine Jan. vol.88 P.28-30).

New figures coming out of Manchester University and Leeds Royal Infirmary indicate that the incidence is 1:36

11.Useful Contacts

SOME USEFUL CONTACTS

Other organisations that may be able to help:

The British Chiropractic Association
Sacro-Occipital Therapy (SOT)

Blagrave House, Blagrave Street 
SOTO-Europe Central office

Reading RG1 1QB
11, Whitechurch Road

Tel 0118 950 5950
Wellington, Telford

Website www.chiropractic-uk.co.uk
Shropshire TF1 3DS

E-mail: britchiro@aol.com
Tel 01870 240 2799

Homestart 

England & British Forces


Tel: 01763-249668

Ireland


Tel: 01232-460772

England & Wales


Tel: 0118-945-3366

Homestart Scotland


Tel: 01383-726429

British Acupuncture Council - Tel: 0208-735-0400
Fax: 0208-735-0404

Web site: www.acupuncture.org.uk

General Osteopathic Council
Tel: 0207-357-6655

USEFUL WEBSITES:

www.spd-uk.org – this website includes a forum and message board. Contact Angie Lambert - NCT UK Specialist Worker for SPD/DSP  - E-mail info@spd-uk.org 

British Nursing Association
Http://www.bna.co.uk

D.S.S.Benefits Agency
Http://www.dss.gov.uk

The Disabled Parents Network
Http://talk.to/DisabledParentsUK

Chronic Pelvic Pain Support Group
www.delphi.com/ChronicPainSup/

International Pelvic Pain Society
www.pelvicpain.org

Active Birth Centre
www.activebirth.com

Pilates UK
www.pilates.co.uk
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Described in 1870 by Snelling:


“The affection appears to consist of relaxation of the pelvic articulations, becoming apparent suddenly after parturition or gradually during pregnancy, and permitting a degree of mobility of the pelvic bones which effectively hinders locomotion and gives rise to the most peculiar, distressing and alarming sensations.”
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