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ABSTRACT

Urinary incontinence (UI) is an extremely common complaint in every part of the world. It causes a great deal of distress and
embarrassment, as well as significant costs, to both individuals and societies. The aim of this study was to evaluate the effect
of pelvic floor muscle training (PFMT) program on women complaining of urinary incontinence. Quasi experimental design
was utilized. The study was conducted in Talkha Maternal and Child Health (MCH) Center, Dakahlia governorate from May
2013 to April 2014. The study subjects included 140 women visiting Talkha MCH Center. Three tools were used for data
collection. Woman’s health assessment sheet was developed by the researcher, the second tool was quality of life as measured by
incontinence impact questionnaire, and the third tool was the follow up sheet. Study results showed a statistically significant
positive effect of PFMT on UI and the women’s quality of life. The study recommended providing a guideline to develop clinical
teaching and in- service education programs for all maternity nurses and nursing educators regarding the UI and PFMT as a
preventive as well as treatment modality for UI. Furthermore, community awareness about the positive effect of practicing PFME
among incontinent women is recommended.
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1. INTRODUCTION
Urinary incontinence (UI) is an extremely common com-
plaint affecting approximately 250 million adults in the world
population.[1, 2] UI affects up to 37% of adult women of all
ages, although the prevalence increases with age. UI is com-
monly associated with pregnancy and childbirth, however, it
is not restricted to women who have borne children – in fact,
12% of women who have never had children and are aged
under 30 have incontinence.[3]

The International Continence Society (ICS) defined inconti-
nence as “the complaint of any involuntary leakage of urine
that is a social or hygienic problem and is objectively demon-
strable”.[4] UI encompasses three basic types: transient

(acute), neurogenic, and established (persistent). Transient
incontinence is usually associated with an acute medical or
surgical condition.[5] Neurogenic incontinence, and neuro-
genic bladder dysfunction, may have a sudden or progressive
onset, depending on the disease or trauma that causes the
lesion within the nervous system. UI other than transient or
neurogenic is considered as established or persistent incon-
tinence. Based on etiology and pathophysiology, the most
commonly encountered clinical forms of established UI in
the adults are stress UI (SUI), urge UI (UUI), and mixed UI
(MUI).[6]

SUI is the most common type of incontinence, especially
in middle aged-women. SUI is defined as the involuntary
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leakage of urine with exertion such as coughing, sneezing,
and laughing.[7] UUI is defined as the involuntary leakage of
urine accompanied by or immediately preceded by a strong
sudden urge to urinate.[8] MUI is the involuntary leakage of
urine associated with exertion and urgency. It is a mixture of
Stress and UUI.[9]

Lots of factors make women at risk for UI. The female ure-
thra is very short allowing easy damage to the urethral sphinc-
ter mechanism. During Pregnancy, pressure of gravid uterus
and relaxing effect of hormones on urinary sphincters in-
creases risk of UI by 33%. Childbirth can cause damage to
urethral supports and sphincters. Menopausal loss of estro-
gen results in weaker collagen which adversely affects the
urethral supports and urinary sphincters. All these factors
make the ratio of occurrence between female to male to be
three to one.[10]

According to El-Azab and Shaaban, the prevalence of UI
among Egyptian women is 54%. The number, however, may
actually be higher because most Egyptian women are re-
luctant to seek help regarding this problem and thus more
studies are required to estimate the exact magnitude of the
problem. Women often do not report incontinence nor are
they routinely asked about incontinence when they visit their
health care providers. It appears that a combination of em-
barrassment and the belief that UI is a natural consequence
of ageing and childbirth discourages women from seeking
appropriate treatments.[11]

Urine leakage occurs when the pressure in the bladder is
greater than the pressure within the urethra, i.e. the expulsive
force overcomes the closure force. At this point involuntary
loss of urine occurs. When there is a weakness in the pelvic
floor muscles (PFM) that support the bladder and other pelvic
organs, these organs could prolapse and cause additional pres-
sure on the bladder, leading to leakage of urine.[12, 13] PFME
are designed to strengthen weak perineal and PFM.[14]

Urinary incontinence is not a life threatening condition,
though it has a strong, if not devastating, impact on qual-
ity of life (QOL) of the patients. Women with incontinence
may suffer from social isolation, loneliness, sadness, de-
pression, embarrassment, stigmatization and disturbed sleep.
Moreover sexual relationships and marital satisfaction are
greatly affected.[15, 16] Women with UI have a fear to be ex-
posed to environments where access to a bathroom may be
difficult which restrict their social activities.[17] The need to
bathe, change clothing, and bed linen are often frequent.[18]

This necessitates planning ahead for determining possible
solutions to the problem.

Nurses must be more creative, inventive, and bold in devel-

oping new approaches to prevent and manage UI.[18] Further-
more, nurses have a vital role to play in the promotion of con-
tinence. This role extends across the dimensions of research-
based practice, education, training, development and imple-
mentation of high quality practices. In addition, one of the
prevalent roles of nurses is teaching women to maintain opti-
mal health, to prevent complications, and to help women in
the restoration of normal functions.[19] Accordingly, nurses
are important resources to incontinent women in assisting
with the selection and management of techniques. They are
coordinators of care, communicating with family, and mem-
bers of the health care team. Moreover, nurses may be the
most cost- effective health care provider to deal with UI.[20]

Various interventions are available for preventing and treat-
ing incontinence, including medication, medical devices and
surgery.[21–26] Pelvic floor muscle exercise (PFME) may be
the easiest to implement since it needs no special equipment
or other costly resources and it is commonly recommended
for both prevention and treatment of incontinence.[27]

It would be appropriate to test the effect of PFME program
which is one of the suggested solutions to UI under the
conditions that are prevalent in Egypt such as multi parity,
early marriage, less spacing between the pregnancies, low
menopausal awareness, and poor perineal hygiene. Thus, this
study attempts to evaluate effectiveness of PFMT program
on women with UI.

1.1 Aim of the study
The aim of the study is to evaluate the effectiveness of PFME
program on Egyptian women complaining of UI.

1.2 Hypothesis

(1) PFMT program has a positive effect as a treatment of
female UI.

(2) PFMT program has a positive effect on Quality of Life.

2. SUBJECTS AND METHODS

2.1 Study design
The study was utilized using a Quasi Experimental design
with intervention and control groups.

2.2 Study setting
This study was conducted in Talkha MCH Center, Ministry of
Health (MOH), Dakahlia Governorate, where women come
for antenatal care, family planning, and immunization during
the period from May 2013 to April 2014.

Published by Sciedu Press 93



www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 5

2.3 Study subjects
The subjects of the study included 140 women visiting Talkha
MCH Center. A written informed consent was obtained from
all participants. Eligible women were randomly allocated
into two groups by means of block randomization (block size
of 4) using the concealed envelope method:

• Group I: The intervention group consisted of 70
women who enrolled in the PFMT program.

• Group II: The control group consisted of 70 women.
This group received the usual care in MCH center only,
and was assessed monthly without intervention.

2.4 Inclusion criteria
• Women aged 20 years and up to the end of childbear-

ing period
• Have stress UI, urge UI, or mixed UI with at least one

episode of involuntary loss per month
• Healthy women with no previous or current UI treat-

ment

2.5 Exclusion criteria
Women were excluded if they have UI as their chief com-
plaint.

2.6 Tools of data collection
• Tool I. Woman’s Health Assessment Sheet
• Tool II. Incontinence impact questionnaire – short

form (IIQ-7)
• Tool III. Follow Up Assessment

Tool I: Woman’s health assessment sheet
This questionnaire was developed and completed by the re-
searcher at the first interview with the woman. It consists of
three parts:

Part One: This part was developed to collect data about
socio-demographic characteristics which include name, age,
education, marital condition, occupation, residence, income
and telephone number, medical and surgical history, family
history, obstetrical history such as gravidity, parity, mode of
delivery in previous pregnancy.

Part Two: This part is concerned with data regarding char-
acteristics of UI such as onset, frequency, duration, precip-
itating circumstances, the amount of leakage and type of
incontinence (urge, mixed, or stress incontinence).

Part Three: This part includes the outcome measures and
the body mass index (BMI).

1) Sandvik Incontinence Severity Index (ISI): The Sand-
vik Incontinence Severity Index (ISI) is the primary outcome

measure in the current study. The Sandvik ISI is well vali-
dated, and is calculated by multiplying the reported frequency
of UI (less than1 time a month, 1–3 times a month, 1 time a
week, 1 time a day) by the amount of leakage (drop, more
than drop). Frequency of UI is assigned a value from 1 to
4, with a higher number indicating greater frequency, and
amount of leakage is assigned a value of 1 for one drop or 2
for more than a drop.[28]

2) Vaginal digital test: This test involved inserting a gloved
and lubricated finger into the woman’s vagina and asking her
to squeeze around the examiner’s finger to assess her ability
to contract the muscle. PFM tone is identified according to
the following scale: 0 for “no contraction”, 1 for “poor con-
traction (slight pressure)”, 2 for “good contraction (medium
hard pressure for less than 5 seconds)” and 3 for “strong
contraction (powerful pressure for more than 5 seconds”.[29]

3) Provocation test: This test evaluates the amount of leak-
age during and after the woman coughing vigorously for 5
times.[30] Urine leakage is identified according to the fol-
lowing scale: 0 for “no leakage”, 1 for “slight leakage (a
few drops of urine)”, 2 for moderate leakage during approxi-
mately first half of the test and 3 for “severe leakage during
the whole test”.

Tool II: Incontinence impact questionnaire – short form
(IIQ-7)
The incontinence impact questionnaire (IIQ) -7 was origi-
nally used to evaluate the impact of UI on health -related
quality of life (QOL).[31, 32] In our study, the IIQ-7 is con-
sidered as a secondary outcome measure. The questionnaire
includes seven items; women were asked to what extent urine
leakage affected physical activity, household chores, social
activities, entertainment, travel, emotional health, and the
extent to which they were frustrated by urine leakage. Re-
sponse options were “greatly”, “moderately”, “slightly” or
“not at all”. Reponses were assigned values of 0 for “not at
all”, 1 for “slightly”, 2 for “moderately” and 3 for “greatly”.
The total score is the sum of questions 1–7. The average
score of items was calculated and this average was then mul-
tiplied by 33 1/3 to convert scores to a scale of 0 to 100. The
higher the total score of the IIQ-7, the greater the negative
impact on health- related QOL.

Tool III: Follow up assessment
It included questions to measure the output and outcome of
the program as:

• Compliance with the PFMT measured by the 7- days
exercise diary, which is completed by the woman and
assesses the adherence in terms of number of days per
week a woman had followed the researcher’s advice
in performing the program.
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• Progress of UI was measured by reassessing the charac-
teristics of UI using part two of tool I, and by perform-
ing physical examinations at the end of the program
using part two of tool I.

• Change in QOL was assessed by using the QOL as-
sessment sheet (tool II) monthly and at the end of the
program.

2.7 Field of work
Baseline assessment
Women were personally asked about the presence of UI. Ac-
cordingly an interview was conducted by the researcher. At
baseline, data about socio-demographic characteristics, ob-
stetrical history and characteristics of urinary incontinence
were collected using the woman’s health assessment sheet.
Physical examination including the vaginal digital test, the
provocation test and body mass index were also performed.
Data regarding the quality of life were collected using the
IIQ- 7.

2.8 Intervention
• Explanation of the nature and the aim of the study

were discussed with all women included in the study.
itemitem According to the study criteria, the selected
women were assigned into intervention and control
group. Matching between the two groups was fulfilled
according to severity of the cases and the known risk
factors such as age, pregnancy and BMI.

• Sufficient number of controls was selected to deal with
any drop e.g. give chance for any case to join the
PFMT program if they wish and if they go for any
other medical intervention.

• Health education session for the intervention group
about the PFME program in thirty minutes for each
woman was conducted. The session covered intro-
duction to the program, back ground information, ex-
plaining the procedure and answering the women’s
inquiries.

• Each woman in the intervention group was taught to
perform exercises according to the Take Home Edu-
cational Material (THEM) which was prepared based
on the literature review. They were asked to repeat
the exercise to ascertain that they have understood the
proper way of performing it. The researcher had aimed
to achieve minimum exercise compliance of 4 sessions
per day. All the exercises were taught by the researcher
herself. Confidentiality of each individual session was
maintained. At the end of each educational session, the
THEM and exercise diary were handed to the woman.

• The program supervision and follow up of women

was implemented by weekly telephone communica-
tion. Monthly meetings with the participating women
were held for follow up, and refreshing information.
The women were requested to come for follow up after
4 weeks, 8 weeks and 12 weeks when they come to
the health centre for family planning and consultation
purpose.

• During the follow up, simple Vaginal Digital Examina-
tion, Provocation Test, Sandvik ISI, BMI, characteris-
tics of UI and QOL were assessed to evaluate changes
in the PFM strength and degree of incontinence and
QOL. The compliance to the exercise schedule was
ascertained by follow ups and checking the exercise
dairy. Also, the women were asked to show how they
were performing the exercises.

• The control group was also reassessed on a monthly
basis and at the end of the study.

3. RESULTS
As shown in Table 1, a total of 140 women with UI were
enrolled in this study. Women were randomized into two
groups (a) the intervention group; and (b) the control group.
The baseline characteristics of the two groups were simi-
lar as regards to age, BMI, educational status, occupational
status, presence of family history of incontinence, smoking,
obstetric history and gynecologic history.

3.1 Effect of PFME on the Sandvik ISI
As shown in Table 2, the Sandvik ISI at baseline was simi-
lar in the two groups; however, after 3 months the Sandvik
ISI of the intervention group was significantly lower than
the control group (2.04±1.8 & 5.09±1.7 respectively). This
difference was significant (95% CI, -3.63; -2.45, p < .001).
The PFME has reduced the Sandvik ISI from 5.7±1.7 to
2.04±1.8 in the intervention group (p < .001).

Figure 1 demonstrates the change in the Sandvik ISI over
the 3-month treatment period in the intervention and control
groups. One-month intervention yielded a reduction of the
average Sandvik ISI from 5.7±1.7 to 4.3±1.4 then a further
reduction to 3±1.3 was obtained at the end of two-month in-
tervention. By the end of the 3-month treatment the Sandvik
ISI was 2.04±1.8. Repeated measure ANOVA test showed
that these changes were statistically significant (p < .001).

Figure 2 demonstrates the complete cure rate and improve-
ment rate after 3 months in the intervention group. After 3
months, 24 (34.3%) women in the intervention group had
complete cure (score 0 in the Sandvik ISI) and 46 (65.7%)
of the patients had improved.
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Table 1. Some Socio-demographic characteristic of study group
 

 

 

 
Intervention group 

 
Control group 

 
Chi square test 

n % n % χ2 p 

Age (years) (mean ± SD) 34.1 ± 6.9  34.3 ± 7  0.183* .855 

BMI (kg/m2) (mean ± SD) 30 ± 5.2  29.2 ± 4.5  0.918* .360 

Educational status (n, %)        

.736 

Illiterate 10 13.9%  13 18.6%  1.996* 

Read-write 13 18.1%  12 17.1%   

Primary school 0 0%  1 1.4%   

Secondary school 39 54.2%  34 48.6%   

University  8 11.4%  10 14.3%   

Employment status (n, %)        

.210 Housewife 50 69.4%  43 61.4%  1.569* 

Work 20 27.8%  27 38.6%   

Family history of incontinence 34 48.6%  36 51.4%  0.114* .537 

Smoking 0 0%  2 2.9%   

.279 
Never 31 43.1%  36 37.1%  2.550* 

Passive 39 54.2%  42 60%   

Smoking 0 0%  2 2.9%   

History of gynecological surgery 2 2.8%  0 0%  2.029* .363 

Obstetric history (mean ± SD)         

Gravidity  2.5 ±1.3  2.8 ± 1.3  1.331* .185 

Abortion 0.2 ±0.5  0.17 ± 0.5  0.335* .738 

Parity 3 ±1.2  2.8 ± 1.1  1.241* .217 

Mode of delivery         

Normal labor 25 34.7%  32 45.7%  

5.717* .126 
Normal labor with episiotomy 35 48.6%  25 35.7%  

Cesarean section 8 11.1%  13 18.6%  

Twins 2 2.8%  0 0%  

* Independent Student’s t test   

Table 2. Sandvik Incontinence Severity Index at baseline and after 3 months
 

 

 
Intervention group Control group Independent student's t test 

Mean ± SD Mean ±SD t p 

At baseline 5.7 ±1.7 5.9 ±1.7 0.352 .725 

After 3 months 2.04 ±1.8 5.09 ±1.7 10.170 < .001 

 

Figure 1. Change in the Sandvik Incontinence Severity Index over the treatment period in the intervention and control
groups
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Figure 2. The complete cure rate and improvement rate
after 3 months in the intervention group

3.2 Effect of PFME on provocation test and vaginal dig-
ital test

As shown in Table 3, despite that the two groups were sim-
ilar at baseline, the women in the intervention group had a
significantly higher vaginal digital test score than the women
in the control group (2.2±0.9 versus 1.8 ±0.7, p = .002).
Also, the women in the intervention group had a significantly
lower provocative test score than women in the control group
after three months (0.5±0.6 versus 0.8±0.7 respectively, p =
.006).

3.3 Effect of PFME on IIQ–7
Table 4 displays the Impact of Incontinence on The QOL
in the study groups after three months. It was found that
most of the intervention group were improved in regard to
the ability to do household chores, physical recreation, enter-
tainment activities, ability to travel by car or bus more than
30 minutes, participation in social activities outside home,
emotional health, and feeling frustrated (p < .001). The total
of the intervention group was 0.20 ± 0.97 and of the con-
trol group was 55.3 ±12.7. The difference between the two
groups was statistically significant (p < .001) (see Figure 5).

3.4 Statistical analysis
Continuous variables are presented as means ±standard de-
viations (SD). Categorical variables are reported as number
and proportions. Data were checked for normality and equal-
ity of distribution, prior to any analysis being performed.
Comparisons between the intervention group and the control
group were made using independent t test for continuous
normally distributed variables while chi-square test was used
for comparison between categorical variables. The 95% CI
were estimated for the Sandvik ISI, the primary outcome
measure. P value is significant if < .05. All calculations
were performed using SPSS 17.0 software for Windows. All
analyses were 2-tailed.

Table 3. Mean and standard deviation of the vaginal digital test and provocation test in the two groups at baseline and after
3 months

 

 

 
Intervention group Control group Independent student’s t test 

Mean ± SD Mean ± SD t p 

At baseline     
Vaginal digital test 1.2 ± 0.4 1.3 ± 0.5 0.972 .333 
Provocative test 1.1 ± 0.7 1.0 ± 0.7 0.608 .544 

After 3 months     
Vaginal digital test 2.2 ± 0.9 1.8 ± 0.7 3.232 .002 
Provocative test 0.5 ± 0.6 0.8 ± 0.7 2.772 .006 

     

 

Figure 3. The change of the provocation test over the follow up period in the intervention and control groups.
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Figure 4. The change of the vaginal digital test over the follow up period in the intervention and control groups

Table 4. Number, percentage distribution and mean scores of the study groups according to the Impact of Incontinence on
The Quality of Life ”Short Form (IIQ-7)” after 3 months

 

 

 Intervention group 
 

Control group 
 

Chi square test 

 N % N % χ2 p 

1. Ability to do household chores (cooking, housecleaning, laundry)? 
Not at all 66 94.3%  6 8.6%  112.867 

< .001 
Slightly 4 5.7%  9 12.6%   

Moderately 0 0%  35 50%   

Greatly 0 0%  26 37.1%   

2. Physical recreation such as walking, swimming, or other exercise? 
Not at all 65 92.9%  0 0%  121.553 

< .001 
Slightly 3 4.3%  39 55.7%   

Moderately 2 2.9%  21 30%   

Greatly 0 0%  10 14.3%   

3. Entertainment activities (movies, concerts, etc.)?     
Not at all 66 94.3%  5 7.1%  106.669 

< .001 
Slightly 2 2.9%  41 58.6%   

Moderately 2 2.9%  16 22.9%   

Greatly 0 0%  8 11.4%   

4. Ability to travel by car or bus more than 30 minutes from home? 
Not at all 66 94.3%  3 4.3%  113.833 

< .001 
Slightly 3 4.3%  27 38.6%   

Moderately 1 1.4%  35 50%   

Greatly 0 0%  5 7.1%   

5. Participation in social activities outside your home? 
Not at all 65 92.9%  3 4.3%  110.516 

< .001 
Slightly 2 2.9%  48 68.6%   

Moderately 2 2.9%  14 20   

Greatly 1 1.4%  5 7.1%   

6. Emotional health (nervousness, depression, etc.)? 
Not at all 67 95.7%  0 0%  129.125 

< .001 
Slightly 3 4.3%  29 41.4%   

Moderately 0 0%  37 52.9%   

Greatly 0 0%  4 5.7%   

7. Feeling frustrated? 
Not at all 69 98.6%  0 0%  136.118 

< .001 
Slightly 1 1.4%  33 47.1%   

Moderately 0 0%  29 41.4%   

Greatly 0 0%  8 11.4%   

Total IIQ-7 score 0.20  ± 0.97  55.3 ± 12.7  36.1938 < .001 
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Figure 5. The change of the total over the follow up period in the intervention and control groups

4. DISCUSSION

Pelvic floor muscle training program is done through the
patient’s awareness and selective repetition of contraction
and relaxation of PFM, trying to strengthen PFM tonus and
tolerance, and recover the weak PFM ability in UI. At present
there is insufficient evidence to determine whether PFMT is
effective or ineffective at treating UI in women.[33]

The main finding of this study is that despite the equal Sand-
vik ISI in the two groups at baseline, the Sandvik ISI was
significantly lower in the group of women who performed
PFME (intervention group) than the women in the control
group. Our results also revealed that after 3 months 34.3%
of women in the intervention group had become continent
(scored 0 in the Sandvik ISI) and the Sandvik ISI is im-
proved in 65.7% of the women in this group compared to the
baseline score.

These findings were supported by Hay-Smith and Du-
moulin[34, 35] who reported significant improvement of in-
continence with PFME program. The current study results
were also in line with Luginbuehl and co-workers[36] who
studied the association between PFMT and urine leak. They
found that vigorous PFMT and strengthening influence fe-
male continence positively. The current study results were
also in agreement with Sampselle et al.[37] and Sangeetha
and Rao[38] who reported that PFME was found to have a
significant impact on reducing leakage index score.

Also the present study findings were supported by a meta-
analysis of 10 RCTs demonstrated that PFMT produced
continence more often than placebo, and a meta-analysis
of 6 RCTs found that PFMT improved incontinence symp-
toms. PFMT regimens ranged in duration from 8 weeks to
6 months, including unsupervised treatment (8 to 12 repeti-
tions, 3 to 10 times a day) and supervised treatment (as long

as an hour, as often as 3 times a week). Both unsupervised
and supervised PFMT produced similar results.[39]

In agreement with the findings of Price et al.[40] and Du-
moulin and Hay-Smith,[35] the current study results revealed
that after 3 months 34.3% of women in the intervention group
had become continent. In this context, Pires[41] and Burgio
et al.[42] reported significant cure rates, and reduction of
incontinence episodes in patients who received behavioral
interventions. Rett[43] showed that participants who become
continent represented 46.2% of the enrolled patients. Pru-
dencio et al.[44] found that the urinary continence appeared
in 43.7% of the cases. Seidel[45] reported that a proximately
80% of incontinent patients can be cured or improved.

From the researcher point of view, this higher cure rate, than
the rate of the current study, can be explained by the treat-
ment of associated factors, and higher number of sessions
over six months intervention in the study of Prudencio and
co-workers[44] compared to 3 months intervention program
in this study. Krüger et al.[46] observed that the amount of
continent patients reached 60% after PFME therapy. This
difference between our findings and the findings of Krüger
and colleagues may be account for by the cultural difference
and educational level of the women.

The current study results revealed also that there was a sta-
tistically significant difference between the intervention and
control groups in both the vaginal digital test and provo-
cation test at the end of 3 months (see Figure 3 & 4). In
this regard, FitzGerald et al.[47] reported that vaginal digital
test and provocation tests are valuable in measuring PFM
strength, and in evaluating the effectiveness of the nursing
interventions in clinical settings. Also these results were
in agreement with one of the Cochrane reviews conducted
by Dumoulin et al.[48] done on fourteen trials involving
836 women (435 PFMT, 401 controls) that provides support

Published by Sciedu Press 99



www.sciedu.ca/jnep Journal of Nursing Education and Practice 2015, Vol. 5, No. 5

for the widespread recommendation that PFMT be included
in first-line conservative management programs for women
with incontinence. Sharaf et al.[26] reported that PFME had
resulted in significant improvement in the tone of these mus-
cles in 38.8% of the patients who performed the exercise
regimen. However, the present study findings were in dis-
agreement with Wang and Ying[49] who reported a lack of
statistically significant difference in PFM strength measured
by vaginal digital test and provocative test, for management
of UI after PFMT. He reported that, PFMT in the short-term
cannot significantly improve the PFM tonus for UI patients.

The study findings of Flecher[50] and Gray and David[51] were
in concurrence with the present finding as they mentioned
that performing Kegel exercises regularly for 4-6 weeks helps
to improve urethral resistance through active contraction of
the pubococcygeus muscle which exerts a closing force on
the urethra and overtime improves muscle support to the
pelvic structures and strengthens the voluntary pen-urethral
and pelvic musculature. Moreover, strengthening the PFM
helps to support the bladder, decreases frequency and ur-
gency of urination.

The results of the current study highlight a highly statisti-
cally significant difference in the post test in favor of the
intervention group as regards QOL. Also it reveals that there
is a highly statistically significant difference between the
intervention and control group regarding the degree of inter-
ference of leaking urine with women’s everyday life. These
results are supported by Fitz et al.[52] who found a significant
decrease in the mean scores of the domains of QOL regard-
ing the perception of health, impact of the incontinence,
limitations of daily activities, physical limitations, social
limitations, personal relationships, emotions and sleep.

These results are in line with study findings of Fultz and
Herzog[53] who demonstrated that, the emotional impact on
the sufferers of UI is extremely important. It affects their
overall QOL, placing limitations on their social activity, the

way they dress, the distance they are willing to travel and
several other factors of day-to-day life that continent women
would not worry about.

Also the present findings are in agreement with previous
studies of Oh et al.,[54] Rivalta et al.,[55] Kashanian et al.;[56]

Fitz et al.[52] who reported a significant improvement in the
score of QOL in patients who become continent. One RCT
evaluating QOL measures conducted by Stearman et al.[39]

found that PFMT improved activity and reduced psychologi-
cal impact. Perera et al.[57] added that the impact of SUI on
the QOL may be used to guide the effectiveness of treatment.

5. CONCLUSION
In the light of the present study results, it can be concluded
that; overall, the findings of the present study adds to the
scientific evidence in regard to the effectiveness of PFMT
program in treating UI and improving the woman’s quality
of life.

Recommendation
The study recommended providing a guideline to develop
clinical teaching and in-service education programs for all
maternity nurses and nurse educators regarding the urinary
incontinence and pelvic floor muscle exercises as a preven-
tive as well as treatment modality for urinary incontinence.
Furthermore, community awareness about the positive effect
of practicing pelvic floor muscle exercises among incontinent
women is recommended.
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