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with Multiple Sclerosis
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Background: Multiple sclerosis (MS) is a chronic disease that commonly affects young women and is associ-
ated with sexual dysfunction (SD) and lower anourogenital dysfunction, which affect quality of life. We
evaluated the importance of an integrated multidisciplinary approach in the Lower Female Ano-Uro-Geni-
tal Network (LFAUGN) to manage a variety of complex symptoms.

Methods: A 40-year-old woman with MS and primary concerns about perineal pain and SD was treated
by a trained midwife from the LEAUGN and a physical therapist after a multidisciplinary diagnostic pro-
cess that included gynecologic evaluation for perineal pain and SD, physiatric assessment, urologic assess-
ment for bladder retention (BR), and surgical examination for obstructed defecation syndrome (ODS).
Physical therapy was integrated with pharmacologic therapy for ODS and with self-catheterization for BR.

Results: After 5 months of treatment, the patient reported improvement in functional perineal parameters
and perineal pain (visual analogue scale score: 9 at T1 vs. 5 at T2), with resolution of pelvic floor hyper-
tonia. Furthermore, ODS and BR symptoms improved (5-item score: 18 of 20 at T1 vs. 10 of 20 at T2; 1
self-catheterization daily, with postvoid residual volume [PRV] <200 mL at T1 vs. 1 self-catheterization
weekly, with PRV <100 mL at T2) and sexual satisfaction increased (Female Sexual Function Index score:
18 of 36 at T1 vs. 23 of 36 at T2).

Conclusions: These results suggest that physical therapy, as an integral component of a multidisciplinary
approach in a multiprofessional network, may play a pivotal role in improving anourogenital dysfunction
and sexual satisfaction. Int ] MS Care. 2017;19:25-28.
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the large numbers of women who chose not to answer
questions about SD in the different studies, 42% of
respondents report such dysfunction, confirming that
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to primary, secondary, and tertiary consequences of the
disease. Primary consequences refer to the direct result of
MS-related neurologic changes on sexual function, such
as impaired genital sensation, decreased sexual desire,
decreased vaginal lubrication, and orgasmic dysfunction.
Secondary consequences refer to the physical changes
that indirectly modify sexual response (fatigue, weak-
ness, spasticity, bladder and bowel dysfunction, inco-
ordination, and pain). Tertiary consequences refer to
psychological, emotional, social, and cultural factors that
indirectly affect the experience and perception of sexual-
ity.” In particular, primary SD is reported to be the most
common disorder because MS seems to have a direct
detrimental effect on female sexuality. Nevertheless, the
important role of secondary and tertiary SD should also
be considered when addressing the complex nature of
SD in women. Female sexuality is a multidimensional
subject for which a multidisciplinary approach is neces-
sary. Recently, several organizations have attempted to
educate health-care providers on the importance of pel-
vic floor disorders to improve SD treatment in women
affected by MS,* but despite these reports, little literature
is found on the management of SD in women with MS.

Moving away from the assumption that primary SD
in MS requires interdisciplinary urologic and neurologic
expertise and should, therefore, preferably be treated by
specialists, we are convinced that the optimal method
to address SD and pelvic floor disorder is the multidisci-
plinary and multiprofessional integrated approach. Dif-
ferent professionals devoted to managing different and
complex symptoms represent the starting point of the
Lower Female Ano-Uro-Genital Network (LFAUGN)
model of care. This network is intended to be a new
clinical and organizational model entirely devoted to
lower female anourogenital tract health through a coor-
dinated and synergistic multidisciplinary approach based
on an experience started in Italy in 2014. The network is
not a concrete management unit for a single disease but
a new concept of “center without walls” to treat different
problems in the same patient.

The unitary view of the lower female anourogenital
tract is the only way to ensure more rational and effec-
tive solutions for patients. Communication between dif-
ferent specialists regarding the same patient is frequently
suboptimal, and too often the patient has to follow a
fragmented management approach. This situation may
be overcome with a new patient-centered care and coor-
dinated approach, optimizing clinical outcomes. In this
article, we describe this multidisciplinary model of care
in a woman with MS, which resulted in patient satisfac-
tion and improvement. This strategy could be a substan-
tially more effective approach to the health-care needs of
women with MS, resulting in improved treatment out-
comes and liberating women from the embarrassment

and social and sexual isolation that multiple symptoms
can generate.

Case Report

This study is a detailed report of the symptoms, signs,
diagnosis, treatment, and outcomes of a patient treated
in the LFAUGN of Chivasso Civic Hospital, Turin,
Italy.

Patient MS History

The patient was a 40-year-old woman who experi-
enced sudden onset of neurologic symptoms in 2008
(fatigue, cognitive deficit, and lack of coordination),
leading to a diagnosis of MS after neurologic evaluation.
Between her diagnosis in 2008 and March 2015, she
received interferon beta-1a in accordance with the clini-
cal protocol of the Multiple Sclerosis Centre in Turin.
Between April 2015 and May 2016, a new therapy with
dimethyl fumarate was administered. Chronic symptoms
related to MS included paraparesis, ataxia, severe fati-
gability, and lower anourogenital dysfunction (perineal
pain, bladder retention, and obstructed defecation syn-
drome).

Clinical Evaluation at LFAUGN Admission
With perineal pain of 5 months’ duration, the patient
was admitted in June 2015 to the Pelvic Floor Rehabili-

tation Centre of the LFAUGN, managed by a trained
midwife (Table 1).¢?

Network Multidisciplinary Collegial
Assessment and Therapeutic Integrated
Pathway

The results of the multidisciplinary collegial assess-
ment are summarized in Table 2. Physical therapy,
following an evidence-based approach,'®!? was character-
ized by pelvic floor muscle training, perineal massage,

Table 1. Clinical evaluation at admission to the
Lower Female Ano-Uro-Genital Network
Clinical details

Conclusions

Normal vulva Network multidisciplinary
PFM overactivity collegial evaluation to
Perineal pain approach the different

Weak competence of PFMs

No asymmetry of the levator ani

No other muscular synergy or
dyssynergy

Primary SD

Secondary SD, induced by PFM
overactivity

Tertiary SD consequences

complex symptoms
according to a
multiprofessional model

Quality of life evaluation

Female Sexual Function Index score

Five-item score for obstructed
defecation syndrome

Scoring
18/36
17/20

Abbreviations: PFM, pelvic floor muscle; SD, sexual dysfunction.
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Table 2. Network multidisciplinary collegial assessment and therapeutic integrated pathway

Network assessment Clinical details

Therapeutic integrated pathway

Normal vulva
Normal cervix

Gynecologic evaluation

Pain at 5 and 7 o’clock positions of vestibule and in

periurethral area
Pelvic floor muscle overactivity

Normal anal mucosa
Fourth-degree hemorrhoids

Surgical evaluation

Coordination deficit
Paraparesis

Ataxia

Rapid increasing fatigability
Anourogenital dysfunction
Low back pain

Physiatric evaluation

Urologic evaluation Bladder retention

Physical therapy
Pharmacologic support
Psychosomatic approach technique

Increased water intake

Mannitol and Melilotus officinalis extract

Potassium bitartrate in rectal administration

Hyaluronic acid gel (with local application twice a
day for a month)

Dietary advice

Physical therapy

Postural education and paravertebral muscular
stretching

Laser therapy for knee pain

Physical therapy with an LFAUGN trained midwife

Global relaxation technique

Self-catheterization once daily

Abbreviation: LFAUGN, Lower Female Ano-Uro-Genital Network.

biofeedback, global relaxation techniques, posture cor-
rection, and self-training at home.

Improvement of clinical outcomes was evaluated
in accordance with pelvic floor functional parameters
(strength, contraction, and relaxation ability and pelvic
floor muscle tone), sexual life quality (Female Sexual
Function Index questionnaire score), perineal pain
(visual analogue scale score), obstructed defecation
syndrome symptoms (5-item score), and bladder reten-
tion (number of self-catheterizations, quantity of urine
retained according to postvoid residual volume [PRV])
at LFAUGN admission (T'1) and after treatment (T2).
After 5 months of treatment, the woman reported the
following: 1) an increase in the strength of pelvic floor
muscle contractions (pelvic contraction test: 1 of 5 at
T1 vs. 2 of 5 at T2); 2) correction of pelvic floor muscle
overactivity, with improvement in contraction and
relaxation ability; 3) augmentation of sexual satisfaction
according to the Female Sexual Function Index score
(18 of 36 at T'1 vs. 23 of 36 at T2); 4) reduction of vul-
var and perineal pain (visual analogue scale score: 9 at
T1 vs. 5 at T2); 5) correction of obstructed defecation
syndrome (5-item score: 18 of 20 at T1 vs. 10 of 20 at
T2); and 6) decrease of bladder retention symptoms (1
self-catheterization per day, with PRV <200 mL at T'1
vs. 1 self-catheterization per week, with PRV <100 mL
at T2). Interestingly, the woman reported a high level
of satisfaction with the clinical pathway, as revealed by a
satisfaction questionnaire (100 of 100 points).

Discussion
MS is well known to encompass a variety of symp-
toms, including motor impairments (spasticity and

muscle weakness), autonomic dysfunctions (bladder
and bowel), pain, and cognitive impairments (pain,
fatigue, cognition, affect/emotional, and depression), to
which can be added the adverse effects of medications.
Multiple symptoms require a multimodal approach,
according to the literature."*!"” In the past few decades,
research has addressed how these symptoms affect the
quality of life of patients with MS; however, few stud-
ies assess the management of SD in women. Sexual
dysfunction is a prevalent and destructive manifestation
of the disease that severely affects quality of life. It can
present even without a severe physical or neurologic
impairment, and in young patients it is often considered
the most devastating aspect of the disease because they
may lose the physical ability to communicate, embrace,
stimulate, engage in intercourse, and maintain urinary
and bowel continence during sexual activity. Pelvic floor
dysfunction is common in MS, and the importance of
the interdependence of mechanical, neural, endocrine,
and environmental factors in its development should
be well recognized by health-care providers. In reality,
functional pelvic floor problems are perceived to have
low priority compared with other disorders in MS, and
treatment remains suboptimal. There is a lack of data
investigating the true prevalence, incidence, specific risk
factors, poor outcomes of treatment, and subsequent
prevention strategies for women with MS with multiple
pelvic floor symptoms. Indeed, specific lesions, such as
brainstem lesions and pyramidal impairments, have been
correlated with SD, even if with contradictory results,
but it is evident that SD affects sexual experience, deter-
mining changes in self-perception, feelings of being less
sexually attractive, and worries about sexually satisfying
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the partner and communication difficulties. Because
of the complexity of SD in patients with MS and the
negative impact that SD can have on quality of life,
multidisciplinary evaluations'® that include neurologic,
urologic/gynecologic, and psychological components
should be performed by the health-care team when treat-
ing patients with MS.

According to the present results, correct assessment of
pelvic floor dysfunction permits improvement of the sec-
ondary and tertiary consequences of MS related to SD.
In this light, physical therapy may play a pivotal role
in improving symptoms and should be considered the
first step of the integrated therapeutic multidisciplinary
network system.'” In addition, the trained midwife,
owing to her particular background, may help patients
overcome embarrassment in talking about sexual prob-
lems and, initiating an assessment of the dysfunction
and proceeding with a comprehensive clinical interview,
should identify the SD; standardized questionnaires may
be used to explore SD in detail. Consequently, counsel-
ing about convenient sexual positions, planning sexual
activity in the early morning hours, performing bladder
catheterization before sexual activity, and avoiding pres-
sure on the bladder during the activity can help limit the
effects of fatigue, spasticity, and bladder dysfunction on
sexual experience.

In the present patient, after 5 months of therapy
primarily addressing reduction of pelvic muscle over-
activity, improvements were also observed in bladder
and bowel dysfunctions. Pelvic floor overactivity acts
on bladder function and plays a detrimental role in the
defecation mechanism, and health-care providers should
keep in mind this important issue, no matter what stage
of disease the patient exhibits. Patients can be satisfied
with the care they receive for their urinary and bowel
symptoms but dissatisfied with the care they receive
regarding SD issues. Similarly, patient satisfaction with
the care received from health-care providers affects qual-
ity of life.

The literature supports the present multidisciplinary
collegial assessment and therapeutic integrated path-
way, in which trained health-care providers identify and
develop comprehensive interdisciplinary, multiprofes-

e Sexual and anourogenital tract dysfunction affects
the quality of life of young women with MS.

* We report positive outcomes for pelvic floor
muscle function, pelvic pain, sexual satisfac-
tion, and elimination dysfunction in a woman
with MS using a multidisciplinary approach in
a structured clinical network.

sional strategies that improve the assessment and treat-
ment of MS disorders, with particular reference to SD
and pelvic floor dysfunction.'®

Conclusion

This article describes an innovative model of care
for the provision of women’s health-care services. In
a health-care system based on the concept of resource
optimization and clinical governance, a multiprofes-
sional approach to different pelvic floor disorders related
to MS could be the optimal strategy to achieve more
effective care for women’s health needs, resulting in
improved treatment quality and clinical outcomes and
liberating women from the embarrassment, social and
sexual isolation, restriction of employment and leisure
opportunities, and potential loss of independence that
multiple symptoms can generate. O
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