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ABSTRACT 

An experimental study to evaluate the effectiveness of an interventional package on 

pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction at selected settings, Thiruvallur Dist. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Women are exposed to a lot of health risks due to various physiological changes 

happening in reproductive process. One of the important aspects of women’s health post-

delivery is pelvic floor strength. Pelvic floor forms the core foundation of the lower body 

Background: 

Aim of the study: To assess the effectiveness of interventional package on pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between experimental and 

control group. 

Materials and methods: A true experimental design was chosen for the study. The dependent 

variable was knowledge regarding pelvic floor dysfunction and pelvic floor muscle strength. The 

independent variable was interventional package comprising of video assisted teaching, 

demonstration and return demonstration. The study was conducted in 26 villages adopted by the 

Omayal Achi Community Health Centre (OACHC). A total of 220 women were the samples for 

the study (110 experimental and 110 control groups). Cluster randomization was adopted to 

categorize the samples to experimental and control group. Data was collected using structured 

interview schedule for assessing the knowledge and modified Oxford grading scale was used to 

assess the PFMS. After 8 weeks of Intervention package administration the post test was 

assessed.   

Results: The findings of the study revealed that regarding the PFMS, there was significant 

improvement in  all the components of pelvic floor muscle strength such as power, endurance, 

repetitions, fast contractions and every contraction timed scores among women in the 

experimental group, there was also  high statistical significant improvement shown in the 

knowledge scores with a “t” value of 24.93 at p < 0.001 level there by proving that the 

intervention package had significant effect on the PFMS and knowledge scores. 

Conclusion: The present study concluded that the interventional package was an effective 

strategy in improving the pelvic floor muscle strength and knowledge among women with pelvic 

floor dysfunction and hence will be a simple and effective intervention for utilization for nurses 

and other primary health care practitioners.  

Keywords: Pelvic Floor Muscle Strength, Knowledge on PFD, Pelvic floor dysfunction (PFD),   

Interventions to improve PFMS, PFME. 

 



supporting the abdominal parts and acts to maintain the continence of bowel and bladder 

in females. The pelvic floor controls the constriction and relaxation of the urethral, anal 

and vaginal orifices. 

 

Globally, Pelvic Floor Dysfunction (PFD) is one of the largest unaddressed issues 

in women’s health care today. It is common and undermines the quality of life (QOL) of 

at least one-third of adult women of all ages. Patients with Pelvic Floor Dysfunction 

usually present with symptoms of incontinence which can be urinary or anal, pelvic 

organ prolapsed or dysfunctional bowel. Pelvic floor dysfunction affects about 25% of 

the women ages 30-70 around the world while many go undiagnosed and untreated; the 

symptoms can be frustrating, embarrassing, and lifestyle altering. 

 

Pelvic floor dysfunction is rarely life threatening, but the symptoms can be 

embarrassing and, if left untreated, it can lead to social isolation, sexual inhibition, 

restricted employment and leisure opportunities and potential loss of independence. 

Women with Urinary Incontinence (UI) report physical limitations (playing sports, 

carrying objects) and changes in social, occupational and domestic activities, which 

negatively influence the emotional and sexual aspects of life. Moreover, it can cause 

social and hygienic discomfort, due to the fear of loss of urine, the smell of urine, the 

need for wearing sanitary pads, and more frequent changes of clothing. 

 

Community based nursing interventions are the need of the hour in managing the 

problem of pelvic floor dysfunction among the women. PFME is a specific exercise for 

PFM and is different from exercise of other muscles in the body. Thus, PFME requires 

a strong commitment from women. Moreover, this form of exercise requires 



dedication, endurance, and effort on the part of women to result in effective PFD 

treatment. 

 

Hence the present study used the promotive/preventive model of community 

based interventions among women who underwent child birth process and included 

components of awareness generation and intensive pelvic muscle strengthening activities 

which would help to prevent the occurrence of pelvic floor dysfunction. 

 

OBJECTIVE 

• To assess the effectiveness of interventional package on pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between 

experimental and control group. 

 

MATERIALS AND METHODS 

A true experimental design was chosen to conduct this study. The dependent 

variable was knowledge regarding pelvic floor dysfunction and pelvic floor muscle 

strength. The independent variable was interventional package comprising of video 

assisted teaching, demonstration and return demonstration. The study was conducted in 

26 villages adopted by the Omayal Achi Community Health Centre (OACHC). 

 

The estimated sample size consisted of 212 women with pelvic floor dysfunction 

110 each in the experimental and control group. There were 232 women who had pelvic 

floor dysfunction, 116 each in experimental and control group. Final sample size used for 

analysis was 110 in each group. Simple random sampling technique by lottery method 



was used to select the villages. Cluster randomization was adopted to categorize the 

samples to experimental and control group. 

 

Pelvic floor dysfunction was assessed using pelvic floor distress inventory scale 

which assessed the presence of symptoms for urinary incontinence, bowel incontinence, 

pelvic organ prolapse, pelvic pain and dyspareunia which was prepared by the 

investigator. Women who had the presence of either one of the following, urinary 

incontinence/bowel incontinence/pelvic organ prolapsed pelvic pain/or dyspareunia were 

included for the study. 

 

Demographic, Clinical, Obstetrical and Study Specific variables were collected 

from the women who fulfill the sample selection criteria. The knowledge was assessed 

by using structured interview schedule prepared by the investigator consisted of 5 

domains and 25 questions. Muscle strength was assessed by per vaginal examination by 

the investigator and graded using modified oxford grading scale. Pelvic floor muscle 

strength was assessed under 5 categories such as Power, Endurance, Repetitions, fast 

contraction and every contraction timed. 

 

The reliability of the data collection tools was assessed using Cronbach alpha for 

pelvic floor distress inventory scale, Test-Retest structured interview schedule for 

knowledge and inter-rater method for Pelvic floor muscle strength. The reliability scores 

are very high and hence the tools were considered reliable for assessing the effectiveness 

of interventional package (pelvic floor muscle strength and knowledge) among women at 

selected villages, Chennai.  

 



After assessment, women in the experimental group were given individual 

education using video assisted teaching on pelvic floor dysfunction for about 45 minutes 

with the help of laptop. Later demonstration of exercises was done by the investigator for 

30 minutes and return demonstration was done by the women on the same day.  

 

Women were given a pictorial diary to maintain daily and were asked to fix a 

bhindi daily after performing exercises. They were given reminder through SMS through 

their mobile phone to perform exercises daily as reinforcement. One volunteer from each 

village was identified to reinforce the women to perform daily exercises. Women were 

also given pictorial information booklet as a follow up guide and reinforcement. 

 

In a day the investigator visited an average of 5-6 women during the study period. 

The investigator visited the women once in 4 weeks for follow up and clarified their 

doubts. After 8 weeks the investigator performed the post test assessment of knowledge 

and pelvic floor muscle strength. For credibility of assessing pelvic floor muscle every 

10
th

 sample was assessed by the gynecologist organized by the investigator. All Women 

were encouraged to maintain their general health and pelvic floor muscle strength. After 

the completion of post test, the same intervention package was administered to the 

women in the control group as wait list control group. 

 

RESULTS AND DISCUSSION 

Among the 424 women screened in 26 villages 232(54.7%) of the women had 

pelvic floor muscle dysfunction. Urinary Incontinence was highly prevalent among 

193(82.4%) out of 232 women who had pelvic floor muscle dysfunction. Women in the 

experimental and control group reported weak pelvic floor muscle strength with mean 



scores of 9.07 and 9.27 respectively. Women in the experimental group reported good 

pelvic floor muscle strength in the post test with mean score of 15.81 while women in 

control group had a mean score of 9.52.  

 

There was significant difference noted in all the components of pelvic floor 

muscle strength such as power, endurance, repetitions, fast contractions and every 

contraction timed scores among women between the experimental and control  group  

with a mean difference of 6.29 which was statistically significant at p< 0.001 level.  The 

knowledge scores also showed a significant mean difference of 12.86  and ‘t’ value of 

24.93 which was statistically significant at p <0.001.    

 

CONCLUSION  

The present study finally concluded that the interventional package was an 

effective strategy in improving the pelvic floor muscle strength and knowledge among 

women with pelvic floor dysfunction and hence will be a simple and effective 

intervention for utilization.   This intervention which is community based has shown 

significant impact with the involvement and engagement of the community at all levels.  

Hence, it is a key information for research to develop community based sustainable 

interventions. 
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CHAPTER – 1  

INTRODUCTION 

 

Nation’s health  is dependent on the Women’s health. Women are the key role 

players in the family. The family’s holistic  health is based on the health of the women. 

Healthy women are determined to deliver a  healthy baby who grow as  healthy children 

to become a productive citizen to the healthy nation.  

 

Women’s health have become the prime focus of many countries, Although  men 

and women share common health challenges in the current scenario. Women’s health 

requires more attention because of their biological changes. As gender based 

discrimination prevails in most part of the globe, women’s longer lives are not healthy 

lives, an India is not an exception.
1 
 

 

There are health issues which women experience  because of their reproductive 

anatomy. Conception and Childbirth are a  natural phenomena which occurs in women’s 

life, which are now seen in health care as a disease because of the social processes and 

lack of quality healthcare services which has put women’s health at risk.
1
 The current 

healthcare system in the developing countries is not tailor made for women and are 

reactionary to the problems existing.
2 

    

 

Women’s health is can be determined by level of education, wealth and their  

residential place. Women who had high quality of education and having good standard of 

living, having lower level of mortality and better quality of life than women living in 

poorest conditions.
3
  Pregnancy and childbirth  complications are considered as a leading 
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cause of death among women who are between ages 15 to 19 years of age in many 

developing countries.
4 

 

          

Among the health problems of women which affect their quality of life  ‘Pelvic 

floor dysfunction’ is considered as a prime problem.  Pelvic Floor Dysfunction (PFD) 

means the presence of any one of the symptoms such as ‘Urinary Incontinence (UI)’, 

‘Faecal Incontinence (FI)’, ‘Pelvic Organ Prolapse (POP)’, ‘sensory or emptying 

abnormalities of the lower urinary tract’, ‘defecation dysfunction’, ‘sexual dysfunction’ 

and ‘chronic pain syndromes’, which can individually occur or mutually be prevalent. 

Vaginal delivery has been repeatedly mentioned as one of the main contributing factor. 

Any factor which weakens the pelvic floor muscle causes dysfunction of these major 

functions in women. These problems affect the women’s health very badly and disrupt 

the quality of life of women as they get older.
5  

 

 

The vaginal birth poses the risk of laxicity  of the  muscles of the pelvic floor 

which are  stretched during delivery and undergo intense pressure which causes damage 

and which impacts the functions of the pelvic floor. The women are required  to rebuild 

their pelvic floor muscle strength adopting  various strengthening exercises.  Reviews 

have showed that women who have vaginal delivery are having more risk for ‘pelvic 

floor dysfunction’ than women who have cesarean birth and also they say that it 

increases with ‘multiple child births’.
6
 

 

National Institute of Health reported that the  a scientific team from ‘Kaiser 

Permanente Southern California’ and the ‘University of California, San Diego Medical 

Center’ strongly affirmed that women undergoing vaginal delivery are at  double  the 
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risk of acquiring pelvic floor disorders than their counterparts who undergo cesarean 

delivery and also nulliparous women .
7 

 

 

The major contributing factors to pelvic floor dysfunction among women are 

overweight and obesity,  frequent pregnancy and childbirth, frequent lifting of heavy 

objects, having surgery or trauma to pelvic floor and difficult  bowel patterns.  Child 

birth is considered as a major known risk factor for many years. The  strain which caused  

during child birth process brings about damage to the nerves of the pelvic floor and also 

causes trauma to the muscle and connective tissue.  The muscles traumatized during 

childbirth affects the core functions of the pelvic floor  leading to prolapse, incontinence 

of urine and feaces etc. 
8
 

 

There is a assumption that  older aged  women will get pelvic floor disorders but 

the truth is pelvic floor disorders are more prevalent and extremely debilitating among 

the women in younger ages also.   Most often women report them during their older ages 

as young women feel reporting them would lead to isolation and discrimination in their 

family.
7
  

 

Pelvic Floor disorders are very common and mostly treatable; since women avoid 

and delay treatment it affects their quality of life greatly.  A survey report higlighted that 

almost forty percent of the women in the U.S  manage their pelvic floor disorders with 

over the counter treatments such as using pads or they wait until the issue becomes very 

serious for seeking treatment. Although there are many minimally invasive procedures 

available to treat the issue women often don’t seek healthcare in the early stages.
9
 Many 

women around the world are hesitant to report the symptoms and they believe it to be 
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untreatable and also are not aware of the treatment options available. In a country like 

India women are ‘accustomed to enduring pain and discomfort’.
10 

 

 

Women consider PFD as normal process of aging and live with them without 

seeking any treatment. Some of the reasons for not taking treatment are fear of hospital,     

investigations and surgeries, lack of money and time, shyness to report issues related to 

reproductive system, lack of female doctors in the rural setup and dependency on their 

spouses for treatment in terms of permission, support and monetary support.  Hence, they 

needed to be educated regarding the importance of PFMS and ways to strengthen it and 

prevent PFD.
11

 

 

1.1 BACKGROUND OF THE STUDY 

Women are open to the elements for lot of health risks due to various 

physiological changes happening in reproductive process. One of the important aspects 

of women’s health post-delivery is pelvic floor strength. Pelvic floor forms the core 

foundation of the lower body supporting the abdominal parts and acts to maintain the 

continence of bowel and bladder in females. 
12

 

 

PFD is considered as one of the major  unaddressed issues in  the health of 

women.  It is common factor which affects the quality of life (QOL) of 1/3
 rd

  of the adult 

women population.   Women often are reported  with symptoms of urinary of anal 

incontinence,  pelvic organ prolapse or dysfunctional bowel.  Pelvic floor dysfunction 

was known to have affected nearly about twenty five percent of the women across 30-70 

years of age around the world.  Many times they go undiagnosed and untreated leading 

to poor QOL.
13
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The prevalence rate of women experiencing any one of the pelvic floor 

dysfunctions in United States was estimated to be 25%. The prevalence included 17.1% 

of women with moderate-to severe urinary incontinence, 9.4% with fecal incontinence, 

and 2.9% with prolapse. It was reported that in the United States more than ‘15 Million’ 

women were found to have ‘stress urinary incontinence (SUI)’ and about ‘16 million’ 

women were found to have ‘an overactive bladder’. One in 10 women was found to have 

suffered with Anal Incontinence (AI).
14 

 

Worldwide statistics regarding urinary incontinence showed that around ‘200 

million people’ are affected with some form of ‘PFD’.  It was observed that ‘One in four 

women over the age of 18’ years have experienced episodes of urinary incontinence.  It 

was also found that women wait for ‘6.5 years’ to have a proper diagnosis for such 

symptoms involuntarily.
14

 

 

The prevalence rate was found to have an increase with aging of the women. The 

prevalence of having any one pelvic floor dysfunction amongst American females from 

20 years and older was presented in Table 1.2.1. The prevalence was increasing and 

found to be high among women after 50 years of age. 
5, 10

 

 

Table 1.2.1: Prevalence of Pelvic Floor Dysfunction among American Females.
 

Age in Years Prevalence of Pelvic Floor Dysfunction  

20 – 39 9.7  

40 - 59 26.5  

60 - 79 36.8  

> 80  49.7  
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A systematic review of the published data on the prevalence, incidence and risk 

factors of female urinary incontinence (UI) and obstetric treatment of UI in Europe 

presented a prevalence of 14.1 to 68.8% of women having UI. The prevalence was found 

to have increased with aging. Significant risk factors for UI during pregnancy were 

maternal age ≥35 years and initial body mass index being higher, a family history of UI 

and parity.
15

 

 

In a large-scale study conducted among 4002 Turkish women the overall 

prevalence of any of the pelvic floor muscle dysfunction was found to be 67.5% among 

them the prevalence of each of the disorder was found to be 19.8% for anal incontinence, 

50.7% for urinary incontinence.
16 

 

 

Female population in India was reported to be at 48.17 % in the year 2016.  

About 72.2% of the populations live in some 638,000 villages and the rest 27.8% in 

about 5,480 towns and urban agglomerations. The birth rate (child births per 1,000 

people per year) is 22.22 births/1,000 populations. Percentage distribution of population 

by broad age groups to total population by sex and residence, India, 2011 showed that 

total female population 15-59 years was 62.8% in rural and 61.3 % in urban 66.9%. In 

Tamil Nadu total population of female in rural area was 65.4%, in urban 67.8%. Tamil 

Nadu Percentage distribution of population by marital status of female was 51.0%. 
17

 

 

The prevalence rates were found to be high across women in developed and 

developing countries. In India research studies have reported prevalence rate of 21% 

with 19.02% of the women experiencing urinary incontinence and 1.99% experiencing 

pelvic organ prolapse. The prevalence of incontinence was found to be ‘18.6%’ in 
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another study where the prevalence was reported in 12.5% of primi mothers’ as 

compared to 26.4% in multiple child births’. 
10

 

 

 A hospital based survey conducted among ‘3000 women reported that 21.8% 

women’ were incontinent, of the total women having incontinence, highest numbers 

were found to have stress incontinence 73.8% followed by mixed and urge 

incontinence’. 
18

 

 

A study conducted in Northern India among 500 women admitted in postnatal 

ward showed prevalence of 40.4% of women with pelvic floor muscle dysfunction 

among that 192 of them had stress urinary incontinence, 40 had urge urinary 

incontinence  and 70  had mixed incontinence. It was also observed that the symptoms of 

incontinence during pregnancy increased with advancing gestational age. 
19

 

 

In another study conducted among women in Indai regarding the  urinary 

incontinence it was reported that 34.1% had Urinary incontinence had higher impact on 

emotional and social well-being. Out of them 73.2% of the women had mild 

incontinence, 19.6% of them had moderate incontinence and 7.2% had severe 

incontinence.  Barriers to treatment of postpartum pelvic floor dysfunction include social 

stigma, delay in seeking treatment, and beliefs of both women and health care providers 

about the disease. 
20

 

 

Prevalence of pelvic floor dysfunction was reported to be high among the women 

in the rural areas. Rural areas reported prevalence of 44.2% . The reason being most of 

the women do lot of heavy lifting activities and give birth to more number of children. 
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An epidemiological study conducted among 552 women in rural India showed that about 

53 (10%) reported episodes of Urinary Incontinence (UI). 57% of the women had 

symptoms of stress incontinence, 23% of urge, and 20% mixed symptoms. 
21

 

 

In a study conducted in rural health facility of West Bengal, India, to understand 

the urinary incontinence, its risk factors, and quality of life among women aged 50 years 

and above revealed that about 49 out of 177 women’ were found having Urinary 

Incontinence. The most prevalent type of UI was stress UI , followed by had ‘mixed UI 

32.7%’ and had urge UI 16.3%. The study also showed that only ‘30.6% of the women’ 

sought medical help. 
22

 

 

Bladder and bowel problems including incontinence can have a significant effect 

on a women’s quality of life. They may restrict participation in activities; have an impact 

on employment and educational opportunities and cause embarrassment and distress, 

which can lead to social isolation and exclusion. It is known that cultural issues and 

embarrassment prevent women from coming forward. Urinary incontinence is the second 

most common reason for admission to a nursing home in later life. Due to the sensitive 

and stigmatized nature of this issue and because they are unaware that effective 

treatments are available women may take up to 10 years before seeking help. 
23

 

 

1.2 SIGNIFICANCE AND NEED FOR THE STUDY 

Pregnancy has increased the stress on the pelvic floor throughout the pregnancy 

and childbirth which  causes  injury to the muscles making them weak and leading to 

urinary incontinence. In a survey done by Nygaard et a1 showed that about 12.8% of 

women who had never given birth experienced pelvic floor dysfunction, while 18.4% of 
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those who have had one child, ‘24.6% of those who have had two children’ and ‘32.4% 

of women who have had three or more children’ reported pelvic floor dysfunction 

respectively. 
9
 

 

The other factors important during child birth are the prolonged second stage of 

labor and higher birth weights. Prolonged second stage causes increased pressure 

through ‘maternal pushing’ which weakens the pelvic floor and also babies with high 

birth weight also causes more damage to the pelvic floor during vaginal delivery process. 

The second stage of labor is characterized by ‘progressive descent of the fetal head 

through the completely dilated cervix’. This is achieved by the expulsive forces 

generated by uterine contractions. During these contractions,’ intrauterine pressure can 

be as high and thus a prolonged second stage may increase soft tissue injury and 

neuromuscular damage to the pelvic floor. Both of these mechanisms may be central to 

the pathophysiology of PFDs. 
6
 

 

Systematic reviews showed that women who had vaginal delivery and operative 

vaginal delivery i.e., using instruments, assistive devices, episiotomy had more odds for 

developing stress incontinence and pelvic organ prolapse. Several studies supported that 

the incidence of PFDs varies with the mode of delivery. MacLennan et al., reported 

pelvic floor dysfunction in 58% of women who had spontaneous vaginal delivery, 

compared with 43% of those who underwent cesarean section. In a recent study of 

parous women, history of a vaginal childbirth was associated with twice the risk of 

developing bothersome symptoms of stress incontinence compared with women 

delivered exclusively via caesarean section. 
24
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Several studies have shown that ‘PFDs’ are more common in parous women 

compared with nulliparous women of the same age, irrespective of the mode of delivery. 

Hansen et al. reported that urinary incontinence was three-times more common in 

primiparous women compared with their aged-matched nulliparous counterparts. The 

effect of parity is most notable in young women between the ages of 20 and 34 years and 

disappears in women older than 65 years.
25  

Similarly, in a study of 4000 Turkish 

women, the prevalence of various PFDs was significantly higher in parous women 

compared with nulliparous women.
26

 

 

Among parous women, an increasing number of childbirths further increases the 

risk of PFDs. Kepenekci et al., reported that  Increasing parity also leads to a linear 

increase in the probability of developing prolapse.
26  

In a British study, women with one 

child were four-times more likely, and those with two children were 8.4-times more 

likely, to develop ‘pelvic organ prolapse’ when compared with nulliparous women. 

Similarly, prevalence of fecal incontinence increases with an increase in the number of 

childbirths. 
27

 

 

Kearney et al. reported the increased probability of levator ani muscle defects 

with longer duration of the second stage of labor in primiparous women; these levator 

defects may be a risk factor for later development of PFDs.
29

   Prolonged second stage of 

labor has been identified as a risk factor for postpartum urinary incontinence in 

primiparous women. A Japanese study identified duration of the second stage of labor of 

‘more than 30 min as a risk factor for pelvic organ descent in primiparous women’. This 

increase in severe perineal lacerations is most likely a result of obstetric interventions, 

such as operative vaginal delivery, to manage the prolonged second stage of labor. 
30
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 Ageing was also associated with urinary incontinence as women age the ‘pelvic 

supporting structures’ weaken leading to incontinence. Women with advanced maternal 

age also were found associated with stress incontinence. Kuh et al. found a strong 

association between the symptoms of ‘stress urinary incontinence’ and maternal age of 

30 years or older at first vaginal delivery among British women. 
31 

Foldspang et al. found 

increased risks of urinary incontinence with increasing age at the time of the last 

childbirth for women aged 30–44 years.
32  

 Pregazzi et al. reported an association 

between urinary frequency and advanced maternal age  14% of women aged 30 years are 

at high risk for surgery for pelvic organ prolapse compared with 6% of women younger 

than 30 years.
33   

Rortveit and Hunskaar also noted an association between increased 

prevalence and severity of urinary incontinence in women with delayed childbearing. 
34

 

   

Increased body mass index has contributed to ‘pelvic floor dysfunction’. The 

most probable mechanism of ‘pelvic floor dysfunction’ development among obese 

women was due to the increase of intra-abdominal pressure that causes weakening of 

pelvic floor muscles and fascia. The degree of obesity was correlated with a higher 

prevalence of stress and urge incontinence. 
35

 

 

Obesity is considered a strong independent risk factor for both ‘pre-existent and 

new-onset urinary incontinence’. The odds ratio attributable to obesity in urinary 

incontinence varies between 4 and 5. Each five-unit increase in BMI increases the risk of 

urinary incontinence by 70% as reported in a systematic review by Subak et al.
36 

 The 

mechanism of stress incontinence is more quickly precipitated by obesity due to the 

increased intra-abdominal pressure associated with the condition. The increased intra-

abdominal pressure leads to an increase in vesical pressure and urethral mobility. 
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Overactive bladder symptoms’ are also reported to be higher in patients with obesity, 

particularly in the premenopausal age group.
37

 

 

Women with mild to moderate pelvic floor dysfunction avoid seeking treatment 

in India. In a study conducted among 220 women in Northern India with urinary 

incontinence, 72 % of women never had any treatment and the reason stated were that 

women felt it was normal and had not taken it seriously and were shy to come out for 

treatment. The study also reported that urinary incontinence has affected their daily 

living and quality of life.
38

 

 

In a study conducted among 215 women from rural regions diagnosed with 

Pelvic Organ Prolapse (POP) showed that most of them had urinary incontinence (159; 

73.95%). Women with POP and symptoms of urinary incontinence had poor quality of 

life scores and women had very low sexual function QoL (median - 61.00) when 

compared to those not suffering from urinary incontinence (median- 78.00).
39 

 

Pelvic floor dysfunction’ can be easily prevented by women with improved 

awareness and by performing regular ‘pelvic floor muscle strengthening exercises 

(PFME). The major problem in India and other developing countries was the lack of 

awareness about the preventing measures and contributing factors of pelvic floor 

dysfunction. Studies conducted among Asian populations have shown low awareness 

rate and poor health seeking behavior regarding the various pelvic floor dysfunctions.
40

 

 

Pelvic Floor Muscle Strengthening Exercises (PFME)’ commonly known as 

‘Kegel Exercises’ was first introduced by an ‘American Gynecologist Dr. Arnold 
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Kegel’. PFME involves ‘selective voluntary contraction and relaxation of specific 

pelvic floor muscles’ which supports the pelvic floor. Kegel exercises was first 

introduced to treat ‘postpartum urinary incontinence’ and also for improving the tone 

of the pelvic floor muscles after child birth process. ‘PFME’ was considered as a 

successful intervention for the postpartum women, with regular practice of those 

exercises it was reported that the cure rates fir urinary incontinence was as high as 

84%. 
41

 

 

‘PFME’ include teaching the patient to contract the pelvic muscles such as 

‘levator ani and pubococcygeal muscles’ for the ‘count of 10 for 5 – 10 times’ and also 

to perform them several times in a day. The patient’s are instructed on how to contract 

the pelvic muscles and also instructed to ‘stop the urine stream while voiding urine’.   

Patients are instructed to identify the right pelvic muscles which prevent urinary and anal 

incontinence. Women are asked to squeeze the muscles of the anus so as to prevent 

passing of the gas where they will find the ‘pulling’ sensation at the anus which will help 

them in identifying the pelvic floor muscles.
42

 

 

One out of every three women has experienced Stress Urinary Incontinence (SUI) 

at some point in their life. Most of the women live with it and think it is as normal part of 

aging and feel embarrassed to seek help. Women won’t openly discuss about ‘SUI’ and 

not even with the healthcare providers. Initial treatment provided for SUI includes 

reducing weight and modification in diet. ‘Pelvic Floor Muscle Training (PFMT)’ 

conducted under supervision have proved to be a recommended measure for preventing 

and treating ‘SUI’. 
43
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Many interventions such as weight management, pelvic strengthening exercises, 

pelvic floor muscle training and behavioral therapy approaches are found to be useful in 

managing women with pelvic floor dysfunction.  Engagement of women to perform the 

exercises was considered important for improving the quality of life of the women. 

Community based nursing interventions are the need of the hour in managing the 

problem of pelvic floor dysfunction among the women. Strong commitment, dedication, 

endurance and effort are required from women to perform the ‘PFME’. Community 

based interventions will aid in engaging the women regularly to improve her pelvic 

floor muscle strength.  ‘PFME’ is a specific exercise for the pelvic floor muscles and is 

different from exercise of other muscles in the body.  

 

 Pelvic Floor Muscle Training (PFMT) was found in several studies to be very 

much effective in reducing the symptoms of pelvic floor muscle dysfunction. In a study 

conducted among 140 women visiting Talkha MCH Centre, the effect of PFMT was 

studied for its effect on urinary incontinence and quality of life.  Study results showed a 

statistically significant positive effect of PFMT on UI and the women’s quality of life. 

The study recommended 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 was recommended. 
44 

 

 

In another study conducted among 50 women, they were instructed to do pelvic 

floor muscle exercises for 3 months and their ‘quality of life’ measured before and 3 

months after intervention. The results showed that pelvic floor exercises had 
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significantly improved the ‘quality of life’ of the women reducing the symptoms of the 

pelvic floor dysfunction. 
45

 

 

The researcher having specialized in Obstetrical and Gynecological Nursing 

during her experiences in the outpatient departments and community field visits had 

found that women during their post delivery period complain of urinary incontinence 

more frequently along with bowel incontinence and dyspareunia. Although evidences are 

very individualized the investigator was motivated to develop an integrated 

interventional package to handle the problem at an early stage between 3 months to 1 

year of post-delivery to improve the pelvic floor muscle strength and thereby prevent the 

urinary incontinence, fecal incontinence, pelvic organ prolapse, sexual dysfunction and 

chronic pelvic pain which will in turn improve the quality of life of the women.  

 

Hence the present study used the promotive/preventive model of community 

based interventions among women who underwent child birth process and included 

components of awareness generation and intensive pelvic muscle strengthening activities 

which would help to prevent the occurrence of pelvic floor dysfunction. 

 

1.3 CONCEPTUAL FRAMEWORK 

1.3.1 GENERAL CONCEPTS OF BETTY NEUMAN’S SYSTEMS MODELS IN 

NURSING PRACTICE AND WIEDENBACH ‘S THEORY –HELPING ART OF 

CLINICAL NURSING. 

      The theoretical framework of this study was based and designed on the concepts 

of Betty Neuman’s “Systems Model in Nursing Practice” and ‘Wiedenbach’s theory- 

helping art of clinical nursing’.  
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           The Betty Neuman’s “systems model is based on stress and the 

reactions/potential reaction to stress, with a philosophical basis in wholeness, wellness, 

client perception and motivation, energy, and environmental interaction (Neuman, 

2002c).
46 

 The key components are the client/client system composed of the 

physiological, psychological, socio-cultural, development, and spiritual variables that 

internal and external environments and the tree prevention-as-intervention level 

(primary, secondary, and tertiary) with purpose of achieving optimal wellness (Neuman 

& reed, 2007).
47

  The client in the NSM is viewed as an ‘open system in which repeated 

cycles of input, process, output and feedback constitute dynamic organizational pattern’. 

Using the system perspective, ‘the client may be an individual, a group, a family, a 

community, or any aggregate’. ‘In their development toward growth and survival, open 

systems continuously become more differentiated and elaborate or complex’.  

 

      The ideal is to achieve optimal system stability. As an open system, ‘the client 

system has a propensity to seek or maintain a balance among the various factors, within 

and outside the system, that seek to disrupt’ (Neuman, 2002).
48

  Neuman labeled these 

forces as ‘stressors and views them as capable of having either positive or negative 

effects’. ‘Reactions to the stressors may be possible or actual, with identifiable responses 

and symptoms’. 

 

      ‘The basic structure, or central core, is made up of those basic survival factors 

common to the species’ (Neuman, 2002).
48

  These factors include the ‘system variables 

(physiological, psychological, socio-cultural, development, and spiritual), genetic 

features, and strengths and weakness of the components of the system’. ‘If the client 

system is a human being, the basic structure contains such features as the ability to 
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maintain body temperature within a normal range, genetic characteristics such as hair 

colour and response to stimuli, and the functioning of various body systems and their 

interrelationship’. There are also the baseline characteristics associated with each of the 

five variables, such as ‘physical strength, cognitive ability, cultural perspective, 

development stage, and value systems’. 

 

      Neuman (2002) identified ‘system stability as occurring when the energy 

exchanges with the environment occur without disrupting the characteristics of the 

system’. Since the ‘system is an open system, stability is dynamic’. ‘A change in one 

direction is countered by a compensating movement in the opposite direction’. When the 

‘system is disturbed from its normal, or stable, state, there is a rapid surge in the amount 

of energy needed to deal with the disorganization that results from the disturbance’. In 

stability, the system is able to cope with stressors to attain, retain or maintain optimal 

health and integrity. 

 

Client Variables 

      Neuman originally identified ‘the recipient or nursing care as individual and 

patient. In 1982 Neuman used both client, in the chapter title, and patient, in the 

discussion. By 1989, Neumann used client/client system consistently in recognition of 

the movement toward collaborative client caregiver relationships.
49-52 

 

      
Neuman (2002) viewed the ‘individual client holistically and considers the 

variables (physiological, psychological, socio-cultural, development, and spiritual) 

simultaneously and comprehensively. The physiological variable refers to the structure 

and internal and external functions of the body; the psychological variable to mental 
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process and relationships; the socio-cultural variables to system functions that relate to 

social and cultural expectations, activities, and influences; the developmental variable to 

the influence of spiritual beliefs’. 
50, 52

  

 

Lines of resistance 

      The ‘lines of resistance protect the basic structure and become activated when the 

normal line of defense is invaded by environmental stressors’. 

 

Normal Line of Defense 

      In terms of system stability, ‘the normal line of defense represents stability 

overtime (Neuman, 2002). It is considered to be usual level of stability for the system of 

the normal wellness state and is used as the baseline for determining deviation from 

wellness for the client system’. 
52

 

 

  ‘Any stressors may invade the normal line of defense when the flexible line of 

defense offers inadequate protection. When the normal line of defense is invaded or 

penetrated, the client system reacts. The reaction will be apparent in symptoms of 

instability or illness and may reduce the system’s ability to withstand additional 

stressors’. 

 

Flexible Line of Defense 

      ‘The flexible line of defense is represented in the model diagram as the outer 

boundary and initial response, or protection, of the system to stressors. The flexible line 

of defense serves as a cushion and is described as accordion-like as it expands away from 
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or contacts closer to the normal line of defense’ (Neuman, 2002). It protects the normal 

line of defense and acts as a buffer for the client system’s usual stable state. 
52

 

 

Environment 

      Neuman (2002c) defines ‘environment as the internal and external factors or 

influences the client or client system that influences the client on the environment and 

the environment on the client may be positive or negative at any time’. ‘Variations in 

both the client system and the environment can affect the direction of the reaction’. For 

example, ‘individuals who experience sleep deprivation are more susceptible to viruses 

of the common cold from the environment than those who are well rested’. 
46

 

 

      ‘The internal environment exists within the client system and is intrapersonal. All 

forces and interactive influences that are exclusively within the boundaries of the client 

system make up the environment’. ‘The external environment exists outside the client 

system and is inter- and extra personal’. These forces and interactive influences that are 

outside the system boundaries are identified as external. 

 

      In 1989, Neuman first ‘identified a third environment, the created environment, 

which is intra and extra personal’. ‘The created environment is developed unconsciously 

by the client and is symbolic of system wholeness. It is dynamic and depicts the 

unconscious mobilization of all system variables but particularly the physiological and 

sociocultural variables.
 50

 

 

Stressors 

      Neumann (2002c) defines ‘stressors as stimuli that produce tensions and have the 

potential for causing system instability’. Neumann viewed ‘stressors, within themselves, 
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as neutral; it is the client/client system’s perception that determines the impact as 

positive or negative’. ‘The system may need to deal with one or more stressors at any 

given time. It is important to identify the type, nature, and intensity of the stressors; the 

time of the system’s encounter with all the stressors; and the nature of the system’s 

reaction or potential reaction to that encounter, including the amount of energy needed’. 

The reaction in one subsystem may, in turn, affect the original stressor. Outcomes may 

be positive with the potential for beneficial system changes that may be temporary or 

permanent.
 46

 

 

      Stressors are present both within and outside the system. Neuman (2002c) 

classifies ‘stressors as intra-, inter-, or extra personal in nature’. ‘Intrapersonal stressors 

are those that occur within the client system boundary and correlate with the internal 

environment’. An example for the client system is ‘the autoimmune response’. 

‘Interpersonal stressors occur outside the client boundary, are proximal to the system, 

and have an impact on the system boundaries but are at a greater distance from the 

system than the interpersonal stressors’. An example is ‘social policy’. Interpersonal and 

extra personal stressors correlate with the external environment. The created ‘lifestyle 

includes intra-, inter- and extra personal stressors’. ‘The negative lifestyle variables are 

considered as stressors like poor diet pattern, abnormal anthropometric variables, 

abnormal vital signs, poor family income, lower education status, smoking, alcohol, low 

physical exercises, less intake of fruits and vegetables’. 

 

Health 

      Neuman (2002c) identified ‘health as optimal system stability, harmony among 

the five variables, or the optimum state of wellness at a given time’. ‘Health is seen as a 
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continuum from wellness to illness’. ‘Health is also described as dynamic, wit changing 

levels occurring within a normal range for the client system over time’. ‘The levels vary 

because of basic structure factors and the client system’s response and adjustments to 

environmental stressors’. Wellness may be ‘determined by identifying the actual or 

potential effects of invading stressors on the system’s available energy levels. The client 

system may move toward wellness (negentropy) when more energy is available or can be 

generated, than it is needed’. 
46

 

 

Reaction 

      ‘Neuman does point out that reactions and outcomes may be positive or negative, 

and discusses system movement toward negentropy or entropy’. 

 

Prevention-as-Intervention 

      ‘Primary, secondary and tertiary prevention-as-intervention are used to retain, 

attain, and maintain system balance. One or more prevention strategies -as-intervention 

may be used simultaneously’. 

 

Primary prevention 

      ‘Primary prevention-as-intervention occurs before the system reacts to a stressor; 

it includes health promotion and maintenance of wellness’. ‘Primary prevention focuses 

on strengthening the flexible line of defense through preventing stress and reducing 

stress factors’. This intervention occurs when the risk or hazard is identified but before 

the reaction occurs. Strategies that might be used include immunization, health 

education, exercise, and lifestyle changes. Neuman (2002) indicated that ‘health 

promotion is an area of major concern to client and caregiver and that, in the ideal 
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situation, health promotion, as a component of primary prevention-as-intervention, 

should work with both secondary and tertiary prevention-as-intervention to promote 

optimal wellness’. 
52

 

 

Secondary Prevention  

      ‘Secondary prevention as intervention occurs after the system reacts to a stressor 

and is provided in terms of existing symptoms’. Secondary prevention focuses on 

‘strengthening the internal lines of resistance and thus protects the basic structure 

through appropriate treatment of symptoms’. ‘The intent is to regain optimal system 

stability and to conserve energy in doing so’. ‘If secondary prevention is successful and 

reconstitution does not occur, the basic structure will be unable to support the system the 

use of analgesics or of positioning to decrease pain’. In this study secondary prevention 

represents ‘mobilization of internal and external resource to improve the knowledge and 

increase the muscle strength purposeful manipulation of stressors i.e. intervention   

package’. In which ‘ package (cognitive domain) motivates and educates and involves 

the client / client system to achieve health care goals. Regular exercise schedule  

(affective domain) promotes the pelvic floor muscle strength.’ 

 

Tertiary Prevention 

      ‘Tertiary prevention as intervention occurs after the system has been treated 

through secondary prevention strategies’. ‘Its purpose is to maintain wellness or protect 

the client system reconstitution through supporting existing strengths and continuing to 

conserve energy’. ‘Tertiary prevention may begin at any point after system stability has 

begun to be re-established (reconstruction has begun)’. ‘Tertiary prevention tends to lead 

back to primary prevention’.  
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Reconstruction 

      
      

Reconstitution begins at any point following initiation of treatment for invasion 

of stressors. Neuman (2002c) defined reconstitution as ‘the return to and maintenance of 

the system stability’. ‘Reconstitution may expand the normal line of defense beyond its 

previous level to a higher level of wellness, stabilize the system at a lower level of 

wellness, or return it to the level that existed before the illnesses. ‘It depends on 

successful mobilization of client resources to prevent further reaction to the stressor and 

stressor and represents a dynamic state of adjustment’. 

 

Nursing 

      Neuman (2002c) also discussed ‘nursing as a part of model’. ‘The major concern 

of nursing is to help the client system attain, maintain, or retain system stability’. ‘The 

goal of optimal wellness is achieved when the system has the greatest possible degree of 

stability at any given time’. This may be accomplished through ‘accurate assessment of 

both the actual and the potential effects of stressor invasion and assisting the client 

system to make those adjustments necessary for the optimal wellness through primary, 

secondary, and tertiary prevention as intervention’. In supporting system stability, ‘the 

nurse provides linkage between the client system, the environment, health, and nursing’.   
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PRIMARY  PREVENTION
•Reduce possibility of encounter with

stressors

•Strengthen flexible line of defense

SECONDARY  PREVENTION
•Early case-finding and

•Treatment of symptoms

TERTIARY  PREVENTION
•Readaptation
•Reeducation to prevent future

occurrences

•Maintenance of stability

STRESSORS
• Identified

•Classified as to knowns or
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•Pain
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Intra

Inter Personal Factors
Extra

REACTION
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Inter Personal Factors

Extra

INTERVENTIONS
•Can occur before or after resistance lines are

penetrated in both reaction and reconstitution
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STRESSORS
•More than one stressor could occur

simultaneously
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reaction

•Normal defense line varies with age and
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Note
•Physiological, psychological,

sociocultural, developmental,
and spiritual variables occur and
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each client concentric circle.

RECONSTITUTION
•Could begin at any

degree or level of

reaction

•Range of possibility may
extend beyond normal

line of defense

Intra

Inter Personal Factors

Extra
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GENERAL CONCEPTS OF WIEDENBACH ‘S THEORY – HELPING ART OF 

CLINICAL NURSING. 

Basic assumptions - 

 The theory proposes a ‘prescriptive theory for nursing, described as a conceiving 

of a desired situation and the ways to achieve it’. 

 ‘Patient is any individual receiving help of some kind in the form of instruction 

or advice from health care personnel’. Need for help is ‘the measure desired by the 

individual to restore or extend the ability to cope with various life situations’. ‘Nurse is 

the functioning human being who not only acts but also thinks and feels’. ‘The 

information that is received by the human mind is knowledge and Nurses help in sound 

decision through judgement’. ‘Decisions are made in relation to cause and effect’. The 

nursing skills are used to achieve patient centered purpose. 

 

Wiedenbach theory is also known as a prescriptive theory-situation producing theory.
53- 55

 

• Central purpose (nurses philosophy of care) 

‘It is the overall goal towards which a nurse strives. It transcends the immediate 

task or assignment directing towards achievement towards patient’s good’. 

‘Three principles of nursing philosophy practiced are reverence for life, respect 

for dignity, worth, autonomy of a human being, resolution to act dynamically’. 

• Prescription -   Refers to the plan of care for the patient. 

The fulfillment of the central purpose which is the directive for the activity. 

‘Two actions specified are voluntary actions (intended response) and involuntary 

(unintended response)’ 
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• Realities - The immediate situation that influences the fulfillment of the central 

purpose. ‘The five realities identified are agent, recipients, goal, activities/means and 

framework’. 

‘Nursing is an art based on goal directed care and it includes the three 

components namely identification a need for help, ministering needed help and 

validation of action taken’. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Process 

Nursing practice 

Interview observe, 

identify needs – set 

goal and plan – apply 

philosophy 

Action 

Apply knowledge, 

skills, and judgement 

according to plan and 

“needs” 

Review 

Validate the outcome 

– action helped>?, 

goal achieved? 
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Fig.1.3.1(b): Wiedenbach Theory – General Concepts 

• Identification of a need for help – ‘The nurse perceives patient behavior as 

consistent or inconsistent with the nurse concept of comfort or capability’. 

o Patient experiences comfort - There is no problem 

o Patient not experiencing comfort - There may be a problem 

o Patient confirms discomfort - There exists a problem 

o Patient doesn’t confirm discomfort-There is a problem but doesn’t want to 

reveal. 

o The nurse explores the comfort and discomfort and helps with the patient in 

resolving the problem. 

 

 

Prescriptive Model 

 

Realities 

 

Realities 

 

Realities 

 

Central 

Purpose in 

Nursing 

 

 

Prescription 
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• Ministering needed help - Refers to the provision of needed help 

‘The nurse plans help based on available resources. Three voluntary actions takes 

place namely mutually understood and agreed upon action, recipient directed action and 

practitioner directed action’. 

 

• Validation of action taken – ‘Refers to the collection of evidence which shows 

patient needs have been met and his/her functional ability has been restored as a 

direct result of action’. 

                   

            Outcomes of this theory are ‘nurse perceiving patient’s behaviour as consistent or 

inconsistent with the concept of comfort’. ‘If patient experiences evidence of comfort, 

the need is met. If discomfort is experienced the need is not met’. Then the nurse should 

ascertain  

• whether the need for help is identified 

• whether the nurse has met the  need in an acceptable way 

• to start again by identifying the need and taking appropriate action. 

 

1.3.2. APPLICATION OF THE CONCEPTUAL FRAMEWORK  

The researcher in the Omayal Achi Community Health Centre adopted villages, 

based on the Betty Neumans system model set the goal for women 3 months to 1 year 

post delivery. The researcher assessed the intra personal, interpersonal and extra personal 

stressors which constantly interact and counteract with the basic structure of the women 

between 3 months to 1 year post delivery. All these three level of stressors interact with 

the flexible line of defense and invades the normal line of defense and also tries to 

intrude into basic structure. But the researcher integrates the Wiedenbach helping art for 
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the secondary prevention level. For the identification of need for the help the researcher 

screen the pelvic floor dysfunction and assess the pretest pelvic floor muscle strength and 

knowledge on pelvic floor dysfunction for the both the group.  

 

The second step is the ministering of the needed help, that is, intervention 

package administered by the researcher to the experimental group only. The third step 

validating the needed help was explored by the post test of pelvic floor muscle strength 

and knowledge on pelvic floor dysfunction and exercises for the both the group. If there 

is improvement in the mean knowledge and pelvic floor muscle strength the researcher 

reinforces and enhances the intervention, if there is negative outcome the researcher 

restart by reassessment.  
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CHAPTER – 2  

AIMS AND OBJECTIVES 

 

2.1. TITLE  

An experimental study to evaluate the effectiveness of an interventional package 

on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction at selected settings, Thiruvallur Dist. 

 

2.2. STATEMENT OF THE PROBLEM 

An experimental study to evaluate the effectiveness of an interventional package 

on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction at selected settings, Thiruvallur Dist. 

 

2.3. OBJECTIVES 

1. To assess and compare the pre and post test pelvic floor muscle strength and 

knowledge among women with pelvic floor dysfunction between experimental 

and control group.  

2. To assess the effectiveness of interventional package on pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between 

experimental and control group. 

3. To correlate the mean differed knowledge score with pelvic floor muscle strength 

score among women with pelvic floor dysfunction in experimental and control 

group. 
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4. To associate the mean differed pelvic floor muscle strength and knowledge 

among women with pelvic floor dysfunction with selected variables in 

experimental group and control group. 

 

2.4 NULL HYPOTHESES 

NH1: There is no significant difference in the pre and posttest pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between the 

experimental and control group at p < 0.05. 

NH2: There is no significant relationship between the mean differed knowledge with 

pelvic floor muscle strength among women with pelvic floor dysfunction in the 

experimental and control group at p < 0.05. 

NH3: There is no significant association between the mean differed pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction with 

selected variables in experimental and control group at p < 0.05. 

 

2.5 OPERATIONAL DEFINITIONS  

2.5.1. Effectiveness 

 It refers to the outcome of interventional package on pelvic floor muscle strength 

and knowledge among women with pelvic floor dysfunction which is measured using per 

vaginal examination using modified Oxford grading scale and the structured knowledge 

questionnaire respectively with a time interval of 8 weeks. 

 

2.5.2. Interventional package 

 It refers to the set of interventions regarding information and exercise on pelvic 

floor muscle strength prepared by the investigator to achieve the desired outcome. The 
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Interventional package was administered individually at their home and return 

demonstrated by the individual women. The Pelvic Floor Muscle Strength and the 

knowledge on Pelvic Floor Dysfunction is given: The knowledge on PFD and PFMS was 

given by video assisted teaching. 

• Video assisted teaching with the help of using laptop, the anatomy and 

physiology of pelvic floor; causes of pelvic floor muscle weakness; effect of 

pelvic floor muscle weakness; medical and surgical management; prevention 

of complications and importance of maintaining a healthy pelvic floor was 

taught. This individual teaching package is for nearly 45 minutes and was 

conducted at the households of the women.  

• Exercise program is planned using Demonstration and video assistance 

through laptop  given for Kegel’s exercise, abdominal clams core stabilizer 

exercise, bladder control spinal rotation exercise, side leg circles exercise, 

rolling knee step exercise and bridging exercises, alternate arm pulses 

exercise, spinal twist exercises were demonstrated by the investigator and 

return demonstration by individual women is for 30 minutes. 

• Reinforcement Every woman was given pictorial diary with calendar to fix a 

bhindi in the column if they perform exercises. They were given reminders 

through SMS using mobile phone to perform exercises. Reinforcement was 

given through the form of booklet and community level volunteers identified 

by the investigator to reinforce them to do regular exercises. 

 

2.5.3. Knowledge 

It refers to the awareness and ability of the women to respond to the questions on 

anatomy and physiology of pelvic floor, causes of pelvic floor muscle weakness, effect 
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of pelvic floor muscle weakness, medical and surgical management, prevention of 

complications and importance of maintaining a healthy pelvic floor which was elicited 

by using a structured interview schedule devised by the investigator consisted of 25 

questions. 

 

2.5.4. Pelvic floor muscle strength 

It refers to the ability of the women to contract pelvic floor muscle which was 

assessed by per vaginal examination (digital technique) Power, Endurance, Repetition, 

Fast contraction, Every Contraction Timed (PERFECT) and muscle strength was graded 

based on modified oxford grading scale. 

 

2.5.5. Women with pelvic floor dysfunction: 

            It refers to the mothers who were between 3 months to 1 year post delivery period 

and residing in the villages with presence of any one of the symptoms of urinary 

incontinence/ bowel incontinence / pelvic organ prolapse / pelvic pain / dyspareunia 

which was assessed by pelvic floor distress inventory. 

 

2.6. ASSUMPTIONS 

• Women after child birth may experience pelvic floor muscle weakness which 

contributes to urinary and bowel incontinence, pelvic organ prolapse, pelvic pain 

and dyspareunia in the later stages of her life. 

• Performing regular pelvic floor muscle strengthening exercises may enhance the 

pelvic floor muscle strength and prevent the problems. 

• Knowledge on functions of pelvic floor muscles may help the women to prevent 

the pelvic floor dysfunctional problems. 
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2.7. DELIMITATIONS 

• The study was delimited only to 26 villages adopted by Omayal Achi Community 

Health Centre in Thiruvallur district. 
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CHAPTER – 3  

REVIEW OF LITERATURE 

 

This chapter was dealt with the theoretical literature about pelvic floor muscle 

dysfunction and critical literature review about the existing empirical literature on 

various aspects involved in the present study such as the factors contributing to pelvic 

floor muscle dysfunction, pelvic floor muscle strength, knowledge of pelvic floor muscle 

strength and various interventions which improved knowledge and strength of pelvic 

floor muscle. Review of literature section also presented the theoretical framework which 

guided the research work. 

 

Review of literature was done extensively and research articles were searched 

from major online databases and websites using key words related to the concepts used 

in the present study. Systematic Reviews and Meta Analysis studies were given prime 

importance followed by studies with good sample size and international repute. After 

extensive review relevant articles were collected and included in the review. 

This chapter was organized into the following sections, 

Section 3.1: Overview of Pelvic Floor Muscle Dysfunction among women 

Section 3.2: Studies on factors contributing to pelvic floor muscle dysfunction among 

women 

Section 3.3: Studies on knowledge and pelvic floor muscle strength among women 

Section 3.4: Studies on interventions for improving knowledge and pelvic floor muscle 

strength among women. 

Section 3.5: Gaps in literature 

Section 3.6: What the study adds. 
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SECTION 3.1: OVERVIEW OF PELVIC FLOOR MUSCLE DYSFUNCTION 

AMONG WOMEN 

3.1.1. Anatomy and Function of the Pelvic Floor  

The pelvic floor is a complex integrated collection of ‘innervated ligaments, 

muscles and extracellular matrix’ found in both males and females. Its primary role is to 

provide support to the pelvic organs and to protect the bladder, urethra, reproductive 

organs, and the rectum. Three orifices weaken the pelvic floor in females: ‘the vagina, 

the urethra and the anus’. Therefore, the musculature and ligamentous structures in this 

area must be strong and supportive to prevent pelvic floor disorders. This region is 

composed of six layers of tissue: ‘the pelvic peritoneum, the visceral layer of pelvic 

fascia, the deep muscles, the superficial muscles, and the subcutaneous fat and skin’. 

Both the superficial and deep layers of muscles play an important role in providing 

‘hammock-like support to the pelvic organs’.
56

 

 

The superficial layer consists of five structures: ‘transverse perineal muscle, 

bulbocavernosus muscle, ischoocavernosus muscle, external anal sphincter, and the 

membranous sphincter of the urethra’. The strength of these muscles maintain the pelvic 

floor structure and directly support the urethral, vaginal and anal sphincters.  The deep 

muscles of the pelvic floor are commonly known as the ‘levator ani muscles’. Strength in 

these muscles provides the primary support of the pelvic region.
57

 

 

The levator ani consists of three different muscles: ‘the pubococcygeus, the 

iliococcygeus and the ishiococcygeus’. ‘The levator ani and coccygeus muscles orginate 

on the inner surface of the side of the lesser pelvis and insert into the inner surface of the 

coccyx bone’.  
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A critical function of the muscles is to provide stabilization when there is an 

increase in ‘intra-abdominal pressure caused by vomiting, coughing, urination, and 

defecation’. The deep muscles indirectly support the uterus, directly support the vagina, 

and play a vital role in childbirth.
58

 

 

 

Fig.3.1.1: Illustration of Female Urogential System (MidSagittal Section) [12] 

 

 



39 

 

 

 

Fig.3.1.2: Pelvic Floor Muscles ( Coccygeus, Piriform, Levator ani and Obturator) 
12

 

 

Evaluation of muscle strength and endurance provides information on the 

severity of muscle weakness and forms the basis of patient specific exercise 

programmes. PERFECT is an acronym to remind all health professionals of the need to 

assess the main components of ‘Pelvic Floor Muscle (PFM) contractility’. This 

assessment scheme was developed to provide a simple, reliable method of PFM 

evaluation and involves four components, as shown in table 1.59 
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Table 1: The PERFECT assessment scheme 

P Power (pressure) 

E Endurance 

R Repetitions 

F Fast 

E Every 

C Contraction 

T Timed 

 

Power is measured on a modified Oxford scale (table 2).  

Table 2: Proposed modified Oxford grading scheme [60] 

Grading    Muscle response 

0 Nil  

1 Flicker 

2 Weak 

3 Moderate 

4 Good 

5 Strong 

 

Grade 0 No discernible muscle contraction. 

Grade 1 A flicker or pulsation is felt under the examiner's finger. 

Grade 2 An increase in tension is detected, without any discernible lift. 

Grade 3 Muscle tension is further enhanced and characterized by lifting of the muscle    

               belly and also elevation of the posterior vaginal wall. A grade 3 and stronger  

              can be observed as an in-drawing of the perineum and anus. 
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Grade 4 Increased tension and a good contraction are present which are capable of  

              elevating the posterior vaginal wall against resistance (digital pressure applied   

              to the posterior vaginal wall). 

Grade 5 Strong resistance can be applied to the elevation of the posterior vaginal wall;  

              the examining finger is squeezed and drawn into the vagina (like a hungry baby 

              sucking a finger). 

 

The PERFECT assessment scheme, although a subjective method, has been 

shown to be reliable and reproducible. ‘The first component P (power/pressure, but 

actually evaluating strength) graded the pressure exerted on the finger from 0 to 5, with 

intermediate scoring permitted (for example 3+), giving a greater flexibility than the 

scoring of 1 to 4’. ‘The Oxford grading system is well understood in physical medicine 

and the modifications described herein have proved to be an effective way of assessing 

PFM strength’. 
62

 

 

 

SECTION 3.2: STUDIES ON FACTORS CONTRIBUTING TO PELVIC FLOOR 

MUSCLE DYSFUNCTION AMONG WOMEN 

Several studies have reported many factors contributing to ‘pelvic floor muscle 

dysfunction’. Most common factors reported were age of the women, multiparity, mode 

of delivery, history of pelvic surgery, pregnancy, chronic cough, obesity, spinal cord 

disorders, family history, and genetics. Pregnancy related factors include pregestational 

body mass index (BMI), BMI at term, weight gain, smoking during pregnancy, duration 

of the first and second stages of labor, spontaneous or operative delivery, perineal 

lacerations, weight of the newborn, maneuvers and episiotomy, as well epidural 
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analgesia. Some of the other include past histories of previous lower abdominal surgeries 

such as laparoscopic and hysteroscopic procedures, uterine curettage, and UI surgeries. 

 

The below reviews are reports of several studies which have explained the 

contribution of these factors towards development of pelvic floor dysfunction among 

women.  

 

A study was conducted among 90 women the ‘influence of various risk factors on 

pelvic floor muscle strength’ was studied. The study examined the influence of factors 

such as age of women, nature of job, weight and height of the women, number of child 

births and previous history of gynecological surgeries on pelvic floor muscle strength. 

The Pelvic floor muscle strength was measured by using vaginal dynamometer.  

The study reported results using univariate regression analysis which proved that 

increased maternal age, demanding job, increased body weight, multiple deliveries   and 

previous history of gynecological surgeries to have significant positive with the weak 

pelvic floor muscle strength. 
62

 

 

A cohort study was conducted among 458 women seeking gynecological care and 

was classified as exposed with family history of pelvic floor dysfunction and unexposed 

without family history of pelvic floor dysfunction. Chi-square was used to assess 

confounding and logistic regression to determine risk. The results showed that among the 

458 women almost half (47.3%) them had family history of PFD, among those 52.5% 

had pelvic organ prolapsed. of the 458 participants reported a positive family history. Of 

these, 52.5% had prolapse which was significantly higher than the 28.9% rate of prolapse 

in women without a family history (p<0.001). The risk for getting PFD was 1.4 times 
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higher among women who had known family history. The study also presented that 

women who had vaginal deliveries, incontinence had higher risk for organ prolapse. 
63

 

 

In another study conducted among 128 women were the mean ‘pelvic floor 

muscle strength’ was measured to be low presented with prevalence of 7.8 % with 

Urinary Incontinence and 5.5 % with Anal Incontinence. The analysis of the data showed 

that child’s birth weight, increased parity, and urinary incontinence during pregnancy 

had significant association with weak pelvic floor muscle strength.
64

 

 

A large scale study was conducted among 1586 women with median age of them 

being 41 years showed a prevalence of 67.5 % with at least one type of pelvic floor 

dysfunction. The prevalence of each of the pelvic floor dysfunction were found as 19.8% 

with anal incontinence, 50.7 5 majority with urinary incontinence, 33.2 % with 

constipation and 26.8% with obstructed defecation.  Analysis of risk factors showed that 

the age of the women as one of the major contributing factor associated with the 

development of pelvic floor dysfunction. Vaginal delivery and higher parity also was 

found to increase the risk of developing of pelvic floor dysfunction.
65

 

 

In a Chinese population-based cross-sectional study conducted among 5300 

women it was found that obesity which was determined by Body Mass Index (BMI) was 

found to be a strong risk factor for developing pelvic floor dysfunction. [66]  The 

association of BMI and waist circumference with urinary incontinence was evaluated in 

another study were the waist circumference of the women was associated with stress 

urinary incontinence. Comparing normal women with obese women it was showed that 

women with increased body weight have 2.11 times higher odds for getting pelvic floor 
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dysfunction. [67] In another population based, cross-sectional, Internet-based survey, 

Body mass index of the women was significantly associated with a higher risk for 

urinary incontinence. Obesity was considered as a major risk factor for women to 

develop stress urinary incontinence and mixed type of urinary incontinence.
 68  

 

 

 A prospective longitudinal study was conducted among 330 women within 12 

months of postpartum with urinary incontinence where the association between vaginal 

or cesarean delivery and urinary incontinence (UI) was studied.  The study reported that 

women who underwent vaginal delivery (29.1 to 40.2%) had a significant higher 

prevalence of any type of urinary incontinence at 4-6 weeks postpartum and at 3, 6, and 

12 months than women who had cesarean section( 14.2  to 25.5%).The study also 

showed that women had vaginal delivery(15.9 to 25.4%) had stress urinary incontinence 

(SUI) at 4-6 weeks and 3 and 12 months compared to women with cesarean delivery 

(6.4-15.6%) and women who had vaginal delivery (7.9 to 18.55) had moderate or severe 

UI at 3-5 days, 4-6 weeks, and 6 months compared with women who had cesarean 

section ( 4.3-11.3%).
69

 

 

In a large scale multicenter prospective study conducted in six Italian OBG 

departments among 960 nulliparous women who delivered at term showed that at end of 

3 months post delivery 21.6% and 16.3% of women had urinary incontinence and anal 

incontinence respectively. Odds ratio calculated from the study showed that women with 

incontinence during pregnancy to have 4.6 times more risk for getting urinary 

incontinence after 3 months post delivery, women with family history of urinary or anal 

incontinence to have 2.6 for Urinary incontinence and 2.4 times for anal incontinence 
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respectively 3 months post delivery. The study also presented the obstetric factors such 

as vaginal delivery to have strong odds of 3.3 times to have urinary incontinence. 
70

 

 

In another study prevalence of incontinence was studied among 359 women who 

attended the Gyneac and postnatal OPD it was observed that prevalence of incontinence 

to be as 18.6%among which 12.5% were primis and 26.4% were multis. The study also 

reported the relation of various factors contributing to incontinence as advanced age and 

having normal vaginal delivery. The study showed that among the women 16 % of them 

had urinary incontinence who had LSCS where 19.8% of women who had normal 

vaginal delivery had urinary incontinence.
71

 

 

 A cohort longitudinal study conducted among 1011 women 5 – 10 years after 

first delivery showed that women who had spontaneous vaginal birth had high odds of  

2.9 times for having stress incontinence when compared with women who had cesarean 

delivery. Operative vaginal birth also was found to have significantly increased odds for 

getting pelvic floor disorders, especially prolapse with very high odds of 7.5.
72

 

 

A descriptive cross-sectional multicenter study was conducted among 495 

women showed relationship of several factors for having higher odds ratio (OR) for 

getting urinary incontinence. The factors and their odds are level of education (OR- 

2.99), being a black women (OR – 2.32), women with more than 3 children (OR- 4.93), 

Obese women (OR – 4.22) and women who had normal vaginal delivery (OR – 2.59). 
73

 

 

An epidemiological study was conducted among 552 women in rural India 

showed that about 53 (10%) reported episodes of Urinary Incontinence (UI). The 

prevalence of UI showed significant association with increasing age (P < 0.01). Fifty-
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seven percent of the women had symptoms of stress incontinence, 23% of urge, and 20% 

mixed symptoms. Obstetrical factors associated with UI included high parity (P < 0.003), 

young age at first childbirth (P < 0.01), forceps delivery (P < 0.001), and prolonged labor 

(P < 0.001).
21

 

 

In a study conducted in rural health facility of West Bengal, India to understand 

the Urinary incontinence, its risk factors, and quality of life among women aged 50 years 

and above  showed that about Forty-nine (27.7%) out of 177 women were found having 

Urinary Incontinence (UI). The most prevalent type of UI was ‘stress UI (51.0%), 

followed by mixed UI (32.7%) and urge UI (16.3%)’. In bivariate analysis, study 

participants who were ‘illiterate, having a history of prolonged labor, having a history of 

gynecological operation, Normal Vaginal Deliveries (NVDs) (>3), diabetic, having 

chronic cough, having constipation, and having Lower Urinary Tract Symptoms (LUTS) 

had shown significantly greater odds of having UI.’ In multivariable ‘illiteracy (adjusted 

odds ratio [AOR] - 2.41 [1.02–5.69]), NVDs (AOR - 3.37 [1.54–7.37]), a history of 

gynecological operation (AOR - 3.84 [1.16–12.66]), chronic cough (AOR - 2.69 [1.21–

5.99]), LUTS (AOR - 2.63 [1.15–6.00])’ remained significant adjusted with other 

significant variable in bivariate analysis. Those with ‘mixed UI had 5.33 times higher 

odds having unfavorable QoL’. ‘Only 30.6% sought medical help’. Treatment-seeking 

behavior shown negative correlation with QoL while fecal incontinence and LUTS 

shown positive correlation. 
22
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SECTION 3.3: STUDIES ON KNOWLEDGE AND PELVIC FLOOR MUSCLE 

STRENGTH AMONG WOMEN 

The following studies presented the aspects of knowledge of women regarding 

pelvic floor dysfunction and also on pelvic floor muscle strength.  

 

A cross-sectional survey conducted among 212 nulli parous women using a 

validated 36 item questionnaire with visual analog scale scoring from 0 to 10. The study 

findings showed a mean knowledge score of 2.4 with standard deviation of 2.01. Among 

the women studied about 93% had insufficient knowledge and were unaware of pelvic 

floor training and various ways of preventing pelvic floor dysfunction. Using a VAS 

scale (0 to 10), the women rated their knowledge about the pelvic floor as a mean of 2.4 

(SD 2.01). The study also brought out the fact that women have concern for having 

increased awareness regarding pelvic floor dysfunction and its management.
74

 

 

In Knowledge, Attitude, Practice (KAP) study conducted among 56 antenatal 

regarding pelvic floor muscle exercises (PFME) showed a 19.6% prevalence of urinary 

incontinence. 51.8% of the women only had good knowledge, 96.4% had good attitude 

and only 10.7 % were practicing the PFME. The study results showed inadequate 

knowledge and poor practice of PFME for improving the pelvic floor muscle strength. 

The study also brought a strong positive correlation between the knowledge and practice 

which clearly stated that improving the knowledge of women regarding pelvic floor 

muscle strength will lead to increased practice which will prevent pelvic floor 

dysfunction. 
75
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In another study conducted among 115 women knowledge, attitude and behavior 

of women regarding pelvic floor muscle strength exercise was explored. The study 

findings showed that 52% of the women had weak pelvic floor muscle which was 

evaluated by vaginal palpation. Women lacked adequate knowledge regarding pelvic 

floor muscle strength exercises but had a good positive attitude toward them. 29.9 % of 

the participants only practiced pelvic floor muscle exercises. The study also brought a 

strong positive correlation between the Knowledge, attitude and behavior toward PFM 

exercises. There was also a significant positive correlation between pelvic floor muscle 

strength and knowledge, attitude and behavior toward PFM exercises. The findings of 

the study suggested that interventions focusing pelvic floor dysfunctions.
76

 

 

A study was conducted among 120 women to know the impact of knowledge, 

prior instruction, frequency of performance, and ability to correctly perform pelvic 

muscle exercises (PMEs) in a group of asymptomatic women. The study observations 

showed that majority of women 94 (77%) have heard of pelvic muscle exercises mostly 

from a nonmedical source. 44(36%) of the women stated that they had instructions to 

follow pelvic floor muscle exercises regularly, among them 42 (96%) of them had 

received verbal instruction only. Among the study participants 34 (28%) of the women 

only were performing pelvic floor muscle exercises regularly. Among the participants 

82(685) of the women were able to perform adequate pelvic muscle contraction on 

examination. The study findings showed that women had poor knowledge, mostly received 

verbal instruction and very few have practice the pelvic floor muscle exercises. 
77

 

 

In a study conducted among 666 parous women the ‘effect of vaginal childbirth 

and other obstetric exposures on pelvic muscle strength 6–11 years after delivery’ was 

studied. The study also investigated ‘the relationship between pelvic muscle strength and 
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pelvic floor disorders’. The observations of the study showed that in ‘comparison with 

women who delivered all of their children by cesarean, peak muscle strength and 

duration of contraction were reduced among women with a history of vaginal delivery. 

‘Pelvic muscle strength was observed reduced after history of forceps delivery . After 

vaginal delivery,’ reduced pelvic muscle strength was associated with symptoms of anal 

incontinence (P=.028) and pelvic organ prolapse on examination. 
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A prospective study was conducted among 100 women to ‘compare the pelvic 

floor muscle strength of nulliparous and primiparous women’. ‘Pelvic floor muscle 

strength’ was measured both subjectively and objectively in the study. ‘Transvaginal 

digital palpation’ was used as subjective measure and objectively measured by ‘portable 

perinometer’. The observations of the study showed that ‘there was a significant 

difference between the groups (p = 0.0004)’. Among primiparous women ‘transvaginal 

digital palpation evaluation showed significant impairments of pelvic floor muscle 

strength at the 36th week of pregnancy (p = 0.0006) and 45 days after vaginal delivery  

(p = 0.0001) compared to nulliparous women’. Objective evaluations of pelvic floor 

muscle strength in primiparous women ‘revealed a significant decrease 45 days after 

vaginal delivery compared to nulliparous patients’.
79

 

 

SECTION 3.4: STUDIES ON INTERVENTIONS FOR IMPROVING 

KNOWLEDGE AND PELVIC FLOOR MUSCLE STRENGTH AMONG 

WOMEN. 

 The below reviews are studies which are focused towards the improvement of 

pelvic floor dysfunction knowledge and pelvic floor muscle strength, thereby preventing 

or managing the pelvic floor dysfunction. 
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   Hafrun et al conducted a study among 150 women followed by immediate 

childbirth process where the effect of pelvic floor muscle strength was assessed after 

giving pelvic floor muscle training using various approaches such as using the 

biofeedback method, with and without supporting visits and to compare with a 

conventional method. Women were randomized into one of the three groups. The study 

findings showed that women who performed pelvic floor muscle exercise with 

biofeedback technique had shown significant improvement in the pelvic floor muscle 

Strength. There was no significant difference between the three groups in pelvic floor 

muscle (PFM) contraction at end of 6-months.
80

 

 

Maryam et al conducted an intervention study among 91 women with urinary 

incontinence and evaluated the effect of pelvic floor muscle training with and without 

assistance device. The assistant device used was Kegel master. 41 women were given 

pelvic floor muscle training using assisted device and 50 women participated in pelvic 

floor muscle training without device. Assisted device group had intervention such as 

after complete training, Kegel master device was used twice daily for 15 min each 

session, for a total duration of 12 weeks. In the other group women had training followed 

by  Kegel exercises which included perineal muscle contractions for 6–8 s with 6 s rest 

in between twice daily for 15 min each session and for a total duration of 12 weeks. At 

end of the study 85 women out of 91 women completed the study (46 in the group 2 and 

39 in group 2). There was a significant improvement observed in the pelvic floor muscle 

strength among both the groups at 1
st
 and 3

rd
 month after the intervention. There was no 

significant difference observed between the two groups. Study findings recommended 

the practice of pelvic floor muscle training with or without assistive device to improve 

the pelvic floor muscle strength.
 81
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In a study conducted to know the acceptance and adherence to an intervention 

that included teaching Pelvic Floor (PF) muscle exercises to 38 women who received a 

functional assessment of the PF musculature and behavioural guidance were interviewed 

by telephone two months later. Twenty-four women (63.1%) adhered to the 

recommended exercises. The reports of the participants demonstrated that they accepted 

the intervention and it showed a positive impact on diverse aspects such as knowledge, 

sex life, and encouragement to practice physical exercise and PF exercises, and 

improvement in urinary loss symptoms.
 82

 

 

A systematic review was conducted to understand the effect of various 

interventions in improving the pelvic floor muscle strength among women excluding the 

pelvic floor muscle training. Women with stress or mixed urinary incontinence were only 

focused in the search of studies. The review was done based on seven randomised 

controlled trials  amongst which three studies was based on abdominal training, two 

studies based on the Paula method, and two studies based on Pilates exercise.  The 

observation of the reviews showed no convincing evidence for the effect of these 

exercise regimens on pelvic floor muscle strength. The systematic review concluded 

stating that there is no alternative to pelvic floor muscle training and it remains the strong 

option for improving the pelvic floor muscle strength among women with pelvic floor 

dysfunction. 
83

 

 

Another randomized trial was done among 287 women were the effect of pelvic 

floor muscle training and watchful waiting on pelvic floor symptoms was studied. 

Among the 287 women 145 women were randomized to pelvic floor muscle training 

group and 142 women to watchful waiting group. The study period was for three months 
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and at end 250 women completed the follow up. The study observations showed that 

women who had pelvic floor muscle training 57% (85 out of 145) reported improvement 

in the pelvic floor dysfunction symptoms while in the watchful waiting group 13%(18 

out of 142) had improvement. The study findings proved the effect of pelvic floor muscle 

training in improving the wellbeing of the women by reducing the burden of pelvic floor 

dysfunction symptoms.
84

 

 

In a study conducted among 114 Taiwanese women were the effect of pelvic 

floor muscle training (PFMT) on urinary incontinence (UI) severity and their knowledge 

and attitude were investigated. The study observations showed that women who had the 

intervention had shown significant improvement in reduction of urinary incontinence 

severity and the intervention also had a significant improvement in their knowledge and 

but not in their attitude.
85

 

 

 Another interventional study conducted among 82 women with urinary 

incontinence where the intervention was pelvic floor muscle exercises for 7 days a week 

for a period of 6 months, where the midwife was making a visit once in every 6 weeks 

for follow-up and reinforcement PFM exercises. Bristol female lower urinary tract 

symptoms questionnaire was used to measure strength of pelvic floor and urinary 

incontinence symptoms. Women were randomized into two groups one group had the 

above said home based intervention and the later group had only written instruction of 

the exercises. The study observations showed that the women who had home based 

intervention had significant improvement in pelvic floor muscle strength and also 

reduced urinary incontinence symptoms.
 86
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A comparative study was conducted among 57 women with urinary incontinence 

where two different interventions were tested on the improvement of urinary 

incontinence symptoms. First group had 15 minutes of electrical stimulation followed by 

25 minutes of pelvic floor muscle training. Other group had 10 min of deep abdominal 

muscle exercises, once a day, 5 days a week for 8 weeks. Pad test for urinary 

incontinence, 3 questionnaires assessment on the symptoms associated with UI were 

used to measure the effect. The study findings showed that women who had deep 

abdominal training has not improved the pelvic floor muscle strength and reduction of 

urinary continence symptoms while women who had pelvic floor muscle training showed 

significant improvement.
87

 

  

One to one instruction on pelvic floor muscle training was given to 471 women 

with urinary incontinence on 3 occasions. Women were assessed for urinary 

incontinence symptoms. The study findings showed a significant improvement in 

reducing the symptoms after one year follow up.
88

 

 

The efficacy and safety of ‘extracorporeal biofeedback combined with pelvic 

floor muscle training (PFMT) for the treatment of female stress urinary incontinence 

(SUI)’ was studied among 106 women with stress urinary incontinence. The intervention 

was conducted for 12 weeks where the effect was measured using pad test and oxford 

scale for pelvic floor muscle strength. The observations of the study showed that ‘52.1% 

women showed significant reduction in pad weight over the time period’.  ‘The strength 

of the pelvic floor also was significantly increased after the 12-week treatment’.
89
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A study was conducted to compare the effect of ‘traditional (Kegel exercises) and 

integrated pelvic floor exercise regimes (Comprised of exercises targeting each and 

every pelvic muscle and for specific pelvic floor dysfunctions) for treating pelvic floor 

dysfunction in women’. The pelvic floor exercise with different regimes as mentioned 

earlier was taught to both the groups. After every ‘30 days the patient was asked to come 

for treatment progression based on muscle power evaluation the treatment protocol was 

changed’. ‘After the period of 90 days the post-test values was measured using PFD-Q 

and pelvexiser’. The results of the study showed statistically significant improvement in 

the ‘quality of life and reduction in the pelvic floor dysfunction symptoms (P<0.001)’ 

and ‘improvement in pelvic floor muscle strength (P<0.001) in group-B treated with 

integrated pelvic floor exercise compared to group-A treated with traditional pelvic floor 

exercise’.
90 

 

A secondary analysis study was conducted based on the data from two 

independent randomized control trials which included community-dwelling women, >50 

years of age, where the effectiveness of ‘pelvic floor muscle training and acupuncture in 

reducing urinary incontinence was studied’. The first study examined the effectiveness of 

‘pelvic floor muscle training in reducing urinary incontinence in homebound and non-

homebound men and women age 60 years and older’. The second study examined the 

‘efficacy of acupuncture in treating urinary incontinence in women > 25 years’.           

Two-hundred fifteen women aged 50 years were included in the analysis, ‘148 (69%) 

from the PFMT study and 67 (31%) from the acupuncture study’. After controlling for 

group differences, ‘PFMT (M = 56.6%) was more effective than acupuncture (M=26.0%, 

p = .01) in reducing UI’.  ‘A higher proportion of women in the PFMT group were 

satisfied with their progress than in the acupuncture group (p < .001)’.
 91
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A systematic review was conducted to summarise current literature and to 

describe the trends in the use of ‘pelvic floor muscle exercise in the management of 

urinary incontinence in women’. The study review confirmed that ‘pelvic floor muscle 

exercise is particularly beneficial in the treatment of urinary stress incontinence in 

females’. Studies have shown up to ‘70% improvement in symptoms of stress 

incontinence following appropriately performed pelvic floor exercise’. This 

improvement was evident across all age groups. There was evidence that ‘women 

perform better with exercise regimes supervised by specialist physiotherapists or 

continence nurses, as opposed to unsupervised or leaflet-based care’. There was 

‘evidence for the widespread recommendation that pelvic floor muscle exercise helps 

women with all types of urinary incontinence’.
92

 

 

SUMMARY OF LITERATURE 

 Studies have showed high prevalence rates of women suffering from various 

forms of pelvic floor dysfunctions affecting their quality of life. Studies have reported 

the clear risk factors which contributed to development of pelvic floor dysfunction. 

Studies have also reported poor awareness, health seeking behavior and decreased pelvic 

floor muscle strength among women. Studies have also showed the effect of 

interventions in improving the problems of women with pelvic floor dysfunctions with 

significant highlight on using pelvic floor muscle training exercises.  

 

SECTION 3.5: GAPS IN THE LITERATURE 

Indian studies were very much limited and studies reporting prevalence among 

rural areas were much limited. Community based interventional studies by nurses or 

primary practitioner is limited. Studies towards pelvic floor problem prevention were 
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also limited around the world. Interventional studies were not much reported in the 

Indian settings. 

 

SECTION 3.6: WHAT THE STUDY ADDS 

The study would add to the rural statistics of women with pelvic floor 

dysfunctions. The community based nursing interventions model would guide in 

preventing the pelvic floor dysfunctions among the women in the community. The 

findings would add to the evidenced based nursing practice for women with pelvic floor 

muscle dysfunction. 
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CHAPTER – 4  

MATERIALS AND METHODS 

 

RESEARCH METHODLOGY 

 The present study was conducted to assess the effectiveness of interventional 

package on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction at selected settings, Thiruvallur district.  

 

This part of the study includes description of the research design, variables, 

setting of the study, population, sample, sampling technique, sample size, development 

of tool, content validity, reliability, ethical considerations, data collection procedure and 

statistical analysis used.  

 

4.1 RESEARCH APPROACH 

 A Quantitative research approach was used for the study considering the nature 

of the problem being studied as the variables under the study are quantitative in nature. 

 

4.2 RESEARCH DESIGN 

             A true experimental design was used for the study, randomization of groups was 

done at the village level. The investigator administered the interventional package on 

pelvic floor muscle strength to women and a comparison group was included to test the 

effectiveness of the intervention. 

 

 

 



58 

 

Schematic representation of the study design 

 

4.3. VARIABLES OF STUDY 

4.3.1 Background Variables 

Age, education, type of family, monthly income, religion, type of occupation, 

type of work, food habit, number of child birth, birth spacing between kids, mode of 

child birth, height, weight, weight gain during pregnancy, birth weight of the baby. 

 

4.3.2 Independent variables 

Interventional package comprising of video assisted teaching, demonstration and 

return demonstration on improving the pelvic floor muscle strength and knowledge of 

the women on pelvic floor dysfunction.  
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4.3.3 Dependent Variables 

The depended variable comprised of knowledge regarding pelvic floor 

dysfunction and pelvic floor muscle strength. 

 

4.3.4 Extraneous Variable 

 The variables considered as extraneous through various reviews and researchers 

experience were number of vaginal delivery, number of LSCS, BMI, induction of labor, 

duration of second stage of labor, post-natal period, history of perineal trauma, previous 

information about pelvic floor exercise. 

 

4.4 RESEARCH SETTING 

The study was conducted in Thiruvallur district of Tamilnadu which has 14 

blocks and 526 villages. Among the 55 villages adopted by Omayal Achi Community 

Health Centre (OACHC) 26 villages namely Kathavoor, Melpakkam, Vellachery, 

Koduvalli, Indranagar, Karani, Gowdipuram, Thotakaran Street, Poochiathipedu, 

Egapara Chathiram, Vinunagar, Kanniammannagar and Kalaingar Nagar (Experimental) 

and Morai, Elangonagar, Bharathinagar, Veltech, Vellanoor, Kanadapalayam, Alamathy, 

Vaniyamchathiram, Mittnamalli, Singlikuppam, Ayilacheri, Morai, Annanagar and 

Veerapuram (Control)  were selected for the study. These villages were located at about 

5 kms radius within the Omayal Achi Community Health Centre.   

 

4.5 POPULATION                                                                                                       

4.5.1 Target Population  

            Comprised of all women between 3 months to 1 year post delivery status and 

having either of the symptoms of urinary incontinence, bowel incontinence, pelvic organ 

prolapse, pelvic pain or dyspareunia residing in the villages.  
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4.5.2 Accessible Population 

           Comprised of all women between 3 months to 1 year post-delivery status either 

with urinary incontinence, bowel incontinence, pelvic organ prolapses, pelvic pain or 

dyspareunia in the 26 selected villages adopted by Omayal Achi Community health 

centre which comprised a total of 424 women. 

 

4.6. SAMPLE  

           The samples of the study consisted of women between 3 months to 1 year        

post-delivery status who were identified using pelvic floor distress inventory and 

fulfilled the inclusive criteria. 

 

4.7. SAMPLE SIZE  

            The sample size for the present study was calculated based on the pilot study and 

prevalence rate of pelvic floor dysfunction in the rural areas after the survey.  The 

calculated sample size using the effect size of 0.40 at power 0.80 and 0.05 level of 

significance was estimated to be 106 in each group. The final sample size estimated for 

the study was 212 women with pelvic floor dysfunction 110 each in the experimental and 

control group. There were 232 women who had pelvic floor dysfunction, 116 each in 

experimental and control group. Final sample size used for analysis was 110 in each 

group. 

 

The sample size was estimated by sample size calculation. 

Formula for Comparing Two Independent Group Means 

Samples per group = f (α, β) x 2 x SD
2
 

                                                   (d)
2
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Where, 

f (α, β) -  the power of the study. The power for the study was taken as 90 % 

SD – Standard deviation of the outcome of interest, here knowledge was taken. 

d - Is the effect size i.e. the smallest difference in means that it would be clinically 

meaningful to detect. 

 

4.8 SAMPLING TECHNIQUE  

           Probability sampling technique was used to select the samples. Simple random 

sampling technique by Lottery Method was used to select the villages. Cluster 

randomization was adopted to categorize the samples to experimental and control group.  

A total of 424 women were in 26 villages from 3 months to 1 year post-delivery status. 

There were 232 women who had pelvic floor dysfunction. The number of villages and 

samples taken in each village is presented below; 

 

Table 4.8: Sample enumeration list village wise  

S. No Name of the village 
Number of 

women screened 

Number of women 

with PFD 

1.  Kathavoor 17 8 

2.  Melpakkam 12 7 

3.  Vellachery 15 6 

4.  Koduvalli 12 7 

5.  Indranagar 15 8 

6.  Karani 18 8 

7.  Gowdipuram 10 5 

8.  Thotakkaran street 13 7 

9.  Poochiathipedu 12 6 
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S. No Name of the village 
Number of 

women screened 

Number of women 

with PFD 

10.  Egampara chathiram 15 7 

11.  Vinu Nagar 11 8 

12.  Kanniammana nagar 46 28 

13.  Kalaingar nagar 13 8 

14.  Morai 11 5 

15.  Elangonagar 14 8 

16.  Bharathinagar 13 6 

17.  Veltech 28 13 

18.  Vellanoor 37 28 

19.  Kanadapalayam 17 9 

20.  Alamathy 8 5 

21.  Vaniyanchathiram 19 9 

22.  Mittanamalli 18 8 

23.  Singlikuppam 13 7 

24.  Ayilacheri 9 5 

25.  Morai annanagar 8 5 

26.  Veerapuram 20 11 

 Total 424 232 

 

4.9. SAMPLE SELECTION CRITERIA  

4.9.1 Inclusive Criteria       

• Women who are willing to participate  in the study 

• Women who can understand Tamil  

• Women between 3 months to 1 year post-delivery status with pelvic floor 

dysfunction. 
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4.9.2 Exclusive Criteria  

• Women who had already undergone pelvic floor exercise training programme. 

• Women who had undergone any surgery in the pelvis. 

• Women with severe medical and surgical conditions (Stroke, Colostomy) 

• Women with postpartum complication (wound gaping, infection, cervical tear) 

 

4.10. DEVELOPMENT AND DESCRIPTION OF THE TOOL 

The tool consisted of four sections 

 

4.10.1 Section A: Screening tool to assess pelvic floor dysfunction 

            Pelvic floor dysfunction was assessed using pelvic floor distress inventory scale 

which assessed the presence of symptoms for urinary incontinence, bowel incontinence, 

pelvic organ prolapse, pelvic pain and dyspareunia which was prepared by the 

investigator. This tool was used for inclusion of women to the main study data 

collection. The tool consisted of 15 items with “yes” or “no” options. ‘Yes’ for an item 

was taken as positive for having pelvic floor dysfunction. Women who had the presence 

of either one of the following, urinary incontinence/bowel incontinence/pelvic organ 

prolapsed/pelvic pain or /dyspareunia were included for the study.   

 

4.10.2 Section B: Demographic, Clinical, Obstetrical and Study Specific variables 

• Demographic variables 

Age, education, type of family, monthly income, religion, type of occupation, 

type of work, food habit, post natal period, previous information about pelvic 

floor exercise. 
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• Obstetrical variables: 

Number of child birth, birth spacing between kids, weight gain during pregnancy, 

induction of labour, duration of second stage of labour. 

• Clinical Variables: 

Height in centimeter, weight in Kilogram and Body Mass Index (BMI)  

• Study specific variables: 

Mode of child birth, number of vaginal delivery, number of LSCS, birth weight 

of the baby, history of perineal trauma. 

 

4.10.3 Section C: Tool to assess the knowledge 

 Assessment of knowledge on anatomy and physiology of pelvic floor, functions 

of pelvic muscles, causes of pelvic floor muscle weakness, effect of pelvic floor muscle 

weakness, medical and surgical management which was tested by using a structured 

interview schedule prepared by the investigator. Knowledge questionnaire consisted of 5 

domains and 25 questions. Each right answer was scored 1 and wrong answer was scored 

0. Scores were interpreted.  

 

4.10.4 Section D: Tool to assess pelvic floor muscle strength 

             Muscle strength was assessed by per vaginal examination by the investigator and 

graded using modified Oxford grading scale. Pelvic floor muscle strength was assessed 

under 5 categories such as Power, Endurance, Repetitions, fast contraction and every 

timed contraction timed as given in table 4.10.1.  For credibility of assessing the PFM 

every 10
th

 sample was assessed by the gynaecologist organized by the investigator. 
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PROCEDURE FOR VAGINAL EXAMINATION OF THE PELVIC FLOOR 

• Pre requisites: 

� Explain the procedure to the client 

� Provide privacy 

� Provide good lighting 

� Explain the client to remove the inner garments and wash the perineum  

� Make the client in supine with knee flexed  

� Expose the lower part keep the pillow or sheet under the buttocks 

� Assure her to stop the procedure at anytime during the procedure if she has any 

discomfort while performing. 

 

• Articles: 

� Hand scrub 

� Examination glove 

� Lubricant 

 

• Procedure: 

1. Inspection: 

� Observe for external genital – color of the skin, perineal scar, status of the 

vaginal introitus , any signs of descent at rest without load. 

� Explain to  the client to contract the muscles of the pelvic floor (lifting up inside 

and closing the vagina and drawing the anus in) observe the perineum and labia. 

� Posterior displacement of the clitoris, narrowing and inward movement of  the 

introitus, shortening and drawing upward and forward of the perineum, retraction 

of the anus and increased wrinkling around the anus. 
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� Ask the client to cough assess for reflex contraction, urinary  leakage, and signs 

of descent    

(Signs of descent include loss of labial contact, opening of the introitus, gaping of 

the vagina, descent of the perineum, and prolapsing vaginal walls.) 

 

2. Palpation: 

• Separate the labia 

• Insert index finger palpate slowly internally along the posterior side of the vagina 

to about 5cm 

• Palpate the lateral vaginal walls by turning the finger from the 3-o’clock to 9 –o’ 

clock position. (looking for scars, tenderness and changes in sensation) 

• Assess the muscular volume and contours of the levator ani on the left and right 

and differences between the sides are noted. (wasting of the pubococcygeus is 

unilateral and more prominent on the right. Healthy pelvic floor muscles feel full 

and tensely elastic and exert pressure on the palpating finger when contracted) 

• Feel the anterior and posterior vaginal wall for bulging of the tissue.  (uterine 

prolapse can be felt when the tip of the finger meets the cervix prematurely)  

 

3. Muscle function:  

• Ask the client to contract and relax the muscles of the pelvic floor several times 

Note for any narrowing of the vagina or any elevation of the levator ani, and 

upward and forward movement.( evaluate for client is able to relax voluntarily 

and completely) 

• Ask the client to cough (to increase the intraabdominal pressure) evaluate for 

client is able to contract the pelvic floor before or while coughing. 
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• Components of levator ani can be palpated individually: 

• Keep the finger in dorsal vaginal wall can discern (perceive) a cranial/ventral 

movement  

• Keep the finger in lateral vaginal wall can feel the action of the pubococcygeus 

• Palmar surface of the examining finger rests behind the urethra and 

vesicourethral junction  to check whether the bladder neck is elevated during the 

contraction of the pelvic floor  

• Assess for gluteals, adductors and rectus abdominis for contraction. 

 

Table 4.10.1: Oxford scale for grading pelvic floor muscle strength [60]
 

Grade Characteristics 

0 No discernible contraction 

1 Barely palpable, flickering contraction, not visible on inspection of the 

perineum 

2 Weak, distinctly palpable contraction, felt as slight pressure on the examining 

finger 

3 Moderate muscle strength, distinct pressure on the examining finger, and 

palpable upward and forward movement, visible on the perineal surface 

4 Good muscle strength, elevation possible against slight resistance, circular 

pressure can be felt around the examining finger. During simultaneous 

examination by the index and middle finger these are pressed against each other 

5 Very strong muscle strength, contraction possible against vigorous resistance, 

with suction-type effect on the examining finger. During simultaneous 

examination by the index and middle finger, these are pressed against each 

other despite resistance. 
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PERFECT Scheme 

P Power  The power/strength of the maximum voluntary contraction (MVC) is 

determined from the modified Oxford scale 

E Endurance  The duration of the contraction is noted, up to 10 seconds. 

R Repetitions  This represents the number of times the maximum voluntary contraction 

(a product of power and endurance) can be repeated, with 4 seconds rest                        

between each contraction, until the muscles fatigue. 

F Fast   Fast-twitch muscle fibres are only recruited when speed or power are 

required, thus necessitating the need to assess the number of fast (1 

second) contractions the patient can perform before the, muscle 

fatigues. 

ECT Every contraction timed.  

  

4.11. INTERVENTION TOOL 

Interventional package consisted of video assisted teaching, demonstration and 

return demonstration techniques provided by the investigator to strengthen the pelvic 

floor muscle and to improve the knowledge of the women regarding pelvic floor 

dysfunction.    

• Video assisted teaching was given using laptop for 45 minutes which included anatomy 

and physiology of pelvic floor, causes of pelvic floor muscle weakness, effect of pelvic 

floor muscle weakness, medical and surgical management, and prevention of 

complications and importance of maintaining a healthy pelvic floor. This individual 

teaching was conducted at households of the women.   

• Exercise programme was also provided through video assisted teaching using a laptop, 

demonstration and return demonstration on Kegel exercise, abdominal clams core 
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stabilizer exercise, bladder control spinal rotation exercise, side leg circles exercise, 

rolling knee step, push up exercises and bridging exercises were demonstrated by the 

investigator and return demonstrated by the women. 

• The interventional package was administered individually at their home and return 

demonstrated by the individual women. Every woman was given a pictorial diary with 

calendar to fix a bhindi in the column if they performed the exercises. They were given 

reminders through SMS using mobile phone to perform exercises. Reinforcement was 

given through the form of booklet and community level volunteers identified by the 

investigator to reinforce them to do regular exercises. 

 

4.12. CONTENT VALIDITY 

Content validity was obtained from 5 medical experts (Community medicine, 

Obstetrics and Gynecology, physiotherapist) and 7 nursing experts (Obstetrics & 

Gynecology Nursing). Based on the experts opinion, information’s such as obstetrical, 

clinical and study specific variables were included. Knowledge questionnaire items were 

minimized to 25 from 40 items. 

 

4.13. RELIABILITY                                                                                                                                  

         The reliability of the data collection tools was assessed using Cronbach alpha for 

pelvic floor distress inventory scale, Test-Retest for knowledge questionnaire and inter-

rater method for Pelvic floor muscle strength. The reliability scores for pelvic floor 

distress inventory r was 0.80, the correlation coefficient r – value obtained was 0.88 for 

the knowledge questionnaire and 0.82 for the modified oxford grading scale. These 

reliability scores were very high and hence the tools were considered reliable for 
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assessing the effectiveness of interventional package (pelvic floor muscle strength and 

knowledge) among women at selected villages, Chennai.  

 

4.14. ETHICAL CONSIDERATIONS 

          Ethics is defined as the ability to distinguish between right and wrong and to act 

accordingly. The investigator adhered to the following ethical principles in this study: 

1) Beneficence: This refers to minimizing harm and maximizing benefits. 

a) The right to freedom from harm and discomfort- the women were protected 

from any form of harm or discomfort. 

• The investigator was adequately qualified and authorized to carry out the 

study. 

• The study proposal and plan was granted formal ethical approval by the 

International Centre for Collaborative Research (ICCR) which is the 

official Ethics Review Board of Omayal Achi College of Nursing, 

Chennai. 

• Consent was obtained from the Head of Omayal Achi College of Nursing, 

Chennai, the in-charge of the Omayal Achi Community Health Centre 

(OACHC), and the concerned village leaders. 

• The data collection and risk assessment was a done after the consent from 

the women. 

• No intensive questions were asked to the women during data collection. 

• No coercion was used in encouraging the women to adhere to the lifestyle 

modification especially dietary choices, control of habits. 

• The women were informed that they could discontinue their participation 

if they perceived any stress or fatigue due to their involvement. 
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• Referral to the OACHC for appropriate health care was arranged for 

women who may have severe pelvic floor dysfunction. 

b) The right to protection from exploitation. 

• The  women were not subjected to any form of exploitation 

• Complete information on the role and expectations of the women in the 

study was explained to them prior to the obtaining consent. 

2) Respect for Human Dignity- The women were given autonomy to decide the 

participants to continue  in the study. 

a) The right to self determination 

• The women were given the choice of voluntarily deciding whether to 

take part in the study. 

• They were also allowed to clarify their doubts regarding the purpose 

of the study and the nature of their involvement in it. 

• Freedom to withhold any information or to withdraw from the study at 

anytime of their choice was also informed to them. 

b) The right to full disclosure 

• The investigator had fully described the nature of the study, the 

women’s right to refuse participation, the investigator’s 

responsibilities and potential benefits of improved the muscle 

strength. 

• Written informed consent signed by the participant, a witness and the 

investigator was ensured before the data collection. 

• The women were appreciated for their involvement and assured of 

communication of the findings of this study after its completion. 
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c) Justice- This refers to the need for fair treatment of the research subject 

d) The right to fair treatment 

• The women were selected based on their conformity to the inclusive 

criteria and not based on any vulnerability. 

• The personal and cultural beliefs, habits and lifestyles of all the 

women were respected and they were treated equally. 

• The contact information of the researcher was given to the women for 

any desired clarifications. 

• Equality and justice to the women in the control group was ensured by 

the administering the intervention to them at the end of the final 

posttest. 

e) The right to privacy 

• The researcher limited queries to the items specified in the data 

collection tool and no intrusive or embarrassing questions were put to 

the women. 

• They were assured of anonymity and strict confidentiality of their 

identity or he information shared by them during reporting, 

presentation or publication of this research work.  

 

4.15 PILOT STUDY 

Pilot study was conducted in eight villages, four in experimental and four in 

control group clustered after simple randomization. A total of 40 women were selected 

20 in each group based on the sample selection criteria. All eligible women were 

screened and completion of the study was time consuming.  Women who were between 3 

months post delivery to one year were 10-20 women in each village and women who had 
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low to moderate risk were 5-10 in each village. The results indicated that tools used; 

structured interview schedule and modified Oxford grading scale were highly reliable 

and appropriate for assessing the knowledge and pelvic floor muscle strength 

respectively. The pilot study findings showed that the method of administering the 

interventional package, the teaching methods selected and the proposed analytical 

measures were suitable for the study. The comparison within and between the groups 

interpreted that there was a statistical significance. The overall plan was effective, 

feasible and practicable to be applied in the main study.  

 

4.16 DATA COLLECTION PROCEDURE 

Formal consent was obtained from the Head of Omayal Achi College of Nursing, 

Chennai, the in-charge of the Omayal Achi Community Health Centre and the concerned 

village leaders. The villages were selected by probability sampling that is simple random 

sampling (lottery method). Cluster randomization was utilized to categorize the 

experimental and control group samples. The villages included for the pilot study were 

excluded. 

 

  The investigator visited the villages one by one and got the list of the women (3 

months post labour to 1 year) from balwadi workers and village health nurse. Then the 

investigator met the women individually at their households, they were seated 

comfortably with adequate privacy. To obtain the true and free responses the women 

were explained regarding the purpose and usefulness of the study. The investigator 

assured the clients about anonymity and confidentiality. The background data of the 

women was then collected, and they were screened for pelvic floor dysfunction using the 

pelvic floor distress inventory. 
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All eligible women were assessed for their knowledge on pelvic floor dysfunction 

using structured interview schedule which took about 20 minutes and pelvic floor muscle 

strength was assessed using per vaginal examination done after ensuring privacy, which 

took approximately 15 minutes.  

 

After assessment, women in the experimental group were given individual 

education using video assisted teaching on pelvic floor dysfunction for about 45 minutes 

with the help of laptop. Later demonstration of exercises was done by the investigator for 

30 minutes and return demonstration was done by the women on the same day.  

 

Women were given a pictorial diary to maintain daily and were asked to fix a 

bhindi daily after performing exercises. They were given reminder through SMS through 

their mobile phone to perform exercises daily as reinforcement. One volunteer from each 

village was identified to reinforce the women to perform daily exercises. Women were 

also given pictorial information booklet as a follow up guide and reinforcement. 

 

In a day the investigator visited an average of 5-6 women during the study period. 

The investigator visited the women once in 4 weeks for follow up and clarified their 

doubts. After 8 weeks the investigator performed the post test assessment of knowledge 

and pelvic floor muscle strength. For credibility of assessing pelvic floor muscle every 

10
th

 sample was assessed by the gynecologist organized by the investigator. All Women 

were encouraged to maintain their general health and pelvic floor muscle strength. After 

the completion of post-test, the same intervention package was administered to the 

women in the control group as wait list control group. 
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A total of 116 and 113 samples were included for the experimental and control 

group respectively. However due to change in residences and non-adherence to the 

exercise pattern there was an attrition of 6 from experimental group and 3 from control 

group samples. Hence a total of 220 women were the final sample size for the study. 
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True experimental design 

Target population: Women between 3 months to 1 year post delivery status with 

pelvic floor dysfunction residing in villages 

Accessible population: Women between 3 months to 1 year post delivery status 

with pelvic floor dysfunction residing in selected OACHC adopted villages 

Experimental group (13 villages were 

randomly assigned using lottery method) 

Control group (13 villages were 

randomly assigned using lottery method) 

Selection of samples based on 

inclusion criteria (N = 116) 

Selection of samples based on 

inclusion criteria (N = 113) 

Pre-test assessment of background variables, assessing the knowledge and 

pelvic floor muscle strength of women with PFD 

Intervention package: Video assisted 

teaching and demonstration of pelvic 

floor exercises for 116 women with PFD 

Routine life style practices for 113 

women with PFD 

Post test assessment of background variables, 

knowledge and pelvic floor muscle strength 

after 8 weeks with the reinforcement of 110 

women with PFD.  There were 6 drop outs. 

 

Post test assessment of background variables, 

assessing the knowledge and pelvic floor muscle 

strength after 8 weeks with the reinforcement of 

110 women with PFD. There were 3 drop outs. 

Wait list administration of intervention 

package for 110 women with PFD. 

Simple random sampling (Lottery Method) 

       Cluster randomization for randomizing the villages 

Fig.4.16: Schematic representation of data collection procedure 
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4.17  DATA ANALYSIS PROCEDURE 

Data was analyzed using Univariate, Bivariate and Multivariate statistical 

methods. Demographic variables in categorical/dichotomous were given in frequencies 

with their percentages. Knowledge and pelvic muscle strength score was given in mean 

and standard deviation. Association between level of Knowledge, strength score and 

demographic variables were analyzed using chi square test. Association between 

Knowledge, strength gain score and demographic variables were analyzed using one-way 

analysis of variance and student independent t-test. Difference between pretest and 

posttest was analyzed using student paired t-test. Difference between experiment and 

control was analyzed using student independent t-test. Correlation between Knowledge, 

strength score was analyzed using Karl Pearson correlation coefficient.  

 

Influencing factors for gain score was analysed using univariate and multivariate 

logistic regression methods and respective odds ratio with 95% confidence interval was 

given. Differences between pretest and posttest score was analyzed using percentage 

with 95% CI and mean difference with 95% CI.  Simple bar diagram, Multiple bar 

diagram, box plot and Scatter plot diagram with regression estimate were used to 

represent the data. P<0.05 was considered statistically significant. 
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CHAPTER – 5  

RESULTS AND ANALYSIS 

 

The data gathered from the women in the experimental and control group about 

their background variables, knowledge on pelvic floor dysfunction and pelvic floor 

muscle strength was analyzed to assess the effectiveness of interventional package.  The 

descriptive analysis of the data is presented first followed by the inferential analysis to 

determine causal relationship.  

 

 Data was entered Excel sheet and analyzed using Statistical Package for Social 

Science / PC+ Version.20.  The findings of the present study are organized and presented 

under the following sections with tables and figures. 

 

ORGANIZATION AND PRESENTATION OF DATA: 

The substantive summary of the analysis is organized under the following 

sections. 

Section 5.1: Description of pelvic floor muscle dysfunction among rural women. 

Section 5.2: Description of the demographic, obstetrical, clinical and study variables 

of the women with pelvic floor dysfunction in experimental and control group 

5.2.1: Description of demographic variables among the women with pelvic floor 

dysfunction in experimental and control group 

5.2.2: Description of obstetrical variables among the women with pelvic floor 

dysfunction in experimental and control group 

5.2.3: Description of clinical variables among the women with pelvic floor dysfunction 

in experimental and control group 
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5.2.4: Description of study specific variables among the women with pelvic floor 

dysfunction in experimental and control group 

 

Section 5.3: Assessment and comparison of pre and post test pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction in the 

experimental and control group 

5.3.1: Assessment of pre and post test pelvic floor muscle strength among women with 

pelvic floor dysfunction in the experimental and control group. 

5.3.2: Assessment of pre and post test knowledge scores among the women with pelvic 

floor dysfunction in experimental and control group 

 

Section 5.4: Effectiveness of intervention package on pelvic floor muscle strength 

and knowledge among women with pelvic floor dysfunction. 

5.4.1: Effectiveness of intervention package on pelvic floor muscle strength among 

women with pelvic floor dysfunction. 

5.4.2: Effectiveness of intervention package on knowledge among women with pelvic 

floor dysfunction. 

 

Section 5.5: Correlation of knowledge with pelvic floor strength score among 

women in the experimental and control group 

 

Section 5.6: Association of mean differed pelvic floor muscle strength and 

knowledge gain scores among women with pelvic floor dysfunction with their 

selected variables in the experimental group. 
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5.6.1: Association of mean differed pelvic floor muscle strength gain scores among 

women with pelvic floor dysfunction with their selected variables in the experimental 

group. 

5.6.2: Association of mean differed knowledge gain scores among women with pelvic 

floor dysfunction with their selected variables in the experimental group. 
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SECTION 5.1: DESCRIPTION OF PELVIC FLOOR MUSCLE DYSFUNCTION 

AMONG RURAL WOMEN 

Table 5.1.1: Frequency and Percentage distribution of pelvic floor dysfunction 

among the rural women                                                                                             

     N=424 

Total Number of Women 

Screened in 26 Villages 

Total number of women 

found with pelvic floor 

muscle dysfunction 

N (%) 

Total Number of women 

with normal pelvic floor 

N (%) 

424 232 (54.7) 192 (45.3) 

 

 The above table 5.1.1 depicted that among the 424 women screened, 232 (54.7%) 

women were identified to have risk for pelvic floor muscle dysfunction, 45.3% of 

women had normal pelvic floor muscle strength. 
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Table 5.1.2: Frequency and percentage distribution of specific pelvic floor 

dysfunction among the rural women  

                                                                                                      N=232 

Type of Pelvic Floor Dysfunction Frequency (N) Percentage (%) 

Urinary Incontinence 193 82.4 

Bowel Incontinence 116 50.0 

Pelvic Organ Prolapse 3 01.4 

Pelvic Pain 218 93.2 

Sexual Dysfunction 128 54.6 

 

 The above table 5.1.2 showed that among the 232 women identified with pelvic 

floor dysfunction, 93.2% of the women had reported pelvic pain followed by 82.4% of 

women having urinary incontinence. Only 1.4% of them had reported to have pelvic 

organ prolapse. 
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SECTION 5.2:  DESCRIPTION OF THE DEMOGRAPHIC, OBSTETRICAL, 

CLINICAL AND STUDY VARIABLES OF THE WOMEN WITH PELVIC 

FLOOR DYSFUNCTION IN EXPERIMENTAL AND CONTROL GROUP 

5.2.1: Description of demographic variables among the women with pelvic floor 

dysfunction in experimental and control group 

Table 5.2.1(a): Frequency and Percentage distribution of demographic variables 

age, education, religion and type of family among the experimental and control 

group  

N=220 

Demographic Variables 

Group 

Chi square test 
Experimental 

(n=110) 

Control 

(n=110) 

n % n % 

Age in Years     
χ

2
=0.81 

 P=0.67 

DF=2 NS 

< 20   5 04.5 6 05.5 

21 -30  82 74.5 76 69.0 

>-30   23 21.0 28 25.5 

Education     

χ
2
=3.30  

P=0.65 

DF=5 NS 

No formal education 8 07.3 6 05.5 

Primary school 10 09.1 15 13.6 

Middle school 42 38.2 47 42.7 

High school 32 29.0 25 22.7 

Undergraduate 10 09.1 12 10.9 

Postgraduate and more 8 07.3 5 04.6 

Religion     
χ

2
=1.01 

 P=0.60 

DF=2 NS 

Christian 22 20.0 28 25.5 

Hindu 84 76.4 79 71.8 

Muslim 4 03.6 3 02.7 

Type of family     
χ

2
=1.41 

 P=0.47 

DF=2 NS 

Joint Family 54 49.1 63 57.2 

Nuclear Family 46 41.8 39 35.5 

Extended Family 10 09.1 8 07.3 

NS – Not Significant 

 

The above table 5.2.1(a) showed that in both the group most of the women were 

between 21 – 30 years of age, had middle school education, belonged to Hindu religion 

and were living in joint family. 
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Table 5.2.1(b): Frequency and Percentage distribution of demographic variables   

monthly income, occupational status, type of work, and food habit among the 

experimental and control group  

                                                                                                                     N=220 

Demographic Variables 

Group 

Chi square test 
Experimental 

(N=110) 

Control 

(N=110) 

N % N % 

Monthly income in Rs.     

χ
2
=3.95 

P=0.41 

DF=4 NS 

15188-30374 5 04.5 8 07.3 

11362-15187 21 19.1 15 13.6 

7594-11361 40 36.4 34 30.9 

4556-7593 33 30.0 44 40.0 

1521-4555 11 10.0 9 08.2 

Occupational status     

χ
2
=2.05 

 P=0.56 

DF=3 NS 

Employed - full time 9 08.2 6 05.5 

Employed - part time 12 10.8 9 08.2 

Unemployed 83 75.5 85 77.2 

Daily labour 6 05.5 10 09.1 

Type of work     
χ

2
=0.88 

P=0.64 

DF=2 NS 

Sedentary 83 75.5 85 77.3 

Moderate 13 11.8 9 08.2 

Heavy 14 12.7 16 14.5 

Food habit     χ
2
=1.02  

P=0.32 

DF=1 NS 

Vegetarian 4 03.6 3 02.7 

Non – Vegetarian 106 96.4 107 97.3 

NS – Not Significant 

 

The above table 5.2.1(b) showed that most of the women had monthly income 

between Rs.7594-11361 among the experimental group and between Rs.4556-7593 

among the control group, most of them were unemployed, were doing sedentary work 

and their food habit was non-vegetarian. 

Tables 5.2.1(a) and 5.2.1(b) depicted no statistical significant difference between 

experimental and control group thus it inferred they are homogenous group. 
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5.2.2: Description of obstetrical variables among the women with pelvic floor 

dysfunction in experimental and control group 

Table 5.2.2: Frequency and percentage distribution of obstetrical variables among women 

with pelvic floor dysfunction  with respect to number of child birth, birth spacing, mode of 

previous child birth, number of vaginal birth 

N=220 

Obstetrical Variables 

Group 
Chi 

square 

test 

Experimental 

(N=110) 

Control 

(N=110) 

N % N % 

Number of child 

birth 

  

One 48 43.6 42 38.2 
χ

2
=3.27 

P=0.35 

DF=3 NS 

Two 39 35.5 48 43.6 

Three 19 17.3 13 11.8 

> Three 4 3.6 7 6.4 

Birth spacing 

between two 

children 

< 1 year 8 16.3 11 12.9 

χ
2
=4.81 

P=0.30 

DF=4 NS  

1 - 2 years 32 65.3 44 51.8 

2 - 3 years 3 6.1 13 15.3 

3- 4 years 4 8.2 9 10.6 

> 4 years 2 4.1 8 9.4 

Mode of previous 

child birth 

  

Normal Vaginal 

Delivery 
60 54.5 56 50.9 

χ
2
=2.22 

P=0.52 

DF=2 NS 

Vaginal delivery with 

forceps instrument 
11 10.0 7 6.4 

Vaginal delivery with 

vacuum  instrument 
3 2.7 2 1.8 

Normal vaginal 

delivery with 

episiotomy 

36 32.7 45 40.9 

Number of 

vaginal birth  

One 64 58.2 68 61.8 
χ

2
=1.10 

P=0.77 

DF=3 NS 

Two 39 35.5 34 30.9 

Three 4 3.6 3 2.7 

> Three 3 2.7 5 4.5 
NS - Not Significant  

 

The above table 5.2.2 showed that most of the women had one child in 

experimental and two children in control group, with regard to birth spacing most of the 

women had spacing of 1-2 years between each child and had normal vaginal delivery 

with episiotomy in both groups, with regard to number of vaginal delivery, most of the 

women have undergone two vaginal delivery in both the groups. 

Table 5.2.2 depicted no statistical significant difference between experimental 

and control group thus it inferred they are homogenous group. 
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5.2.3: Description of clinical variables among the women with pelvic floor 

dysfunction in experimental and control group 

Table 5.2.3(a): Frequency and Percentage distribution of Clinical variables (weight 

gain, induction of labor, duration of second stage of labor, last child birth and 

weight of baby of last child birth) among the experimental and control group. 

N=220 

Clinical Variables 

Group 

Chi square test 
Experimental 

(N=110) 

Control 

(N=110) 

N  % N  % 

Weight gain (kgs) during last pregnancy     

χ
2
=5.09 P=0.17 

DF=3  

NS 

< 5  11 10.0 15 13.6 

6 -10  65 59.1 53 48.2 

11 -15  26 23.6 25 22.7 

16 -20  8 07.3 17 15.5 

Induction of labour of last child birth     χ
2
=0.20 P=0.66 

DF=1  

NS 

Medical Induction 77 70.0 80 72.7 

Nil 33 30.0 30 27.3 

Duration of second stage labour of last 

child birth 
    χ

2
=0.09 P=0.76 

DF=1  

NS 
Less than One Hour 49 57.0 41 59.4 

More than One Hour 37 43.0 69 40.6 

Weight of baby of last child birth in Kgs     

χ
2=2.83 P=0.41 

DF=3  

NS 

< 2  11 10.0 10 09.1 

2 - 3  69 62.7 72 65.5 

3 - 4  28 25.5 22 20.0 

 > 4   2 01.8 6 05.5 

Present BMI in kg/m2     

χ
2
=4.02 P=0.26 

DF=3  

NS 

Underweight 13 11.8 12 10.9 

Normal 59 53.7 64 58.2 

Over weight 23 20.9 13 11.8 

Obese 15 13.6 21 19.1 

NS – Not Significant 

 

 The above table shows the clinical variables of the study participants in the 

experimental and control group. Most of the women had 6-10 kgs weight gain during last 

pregnancy, had medical induction of labour, had less than one hour second stage among 

experimental and more than one hour second stage for control group, had baby with       

2-3 kgs and were having normal BMI. 
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Table 5.2.3(b): Frequency and percentage distribution of clinical variables among 

women with pelvic floor dysfunction with respect to duration of second stage of 

labor, weight of the baby, postnatal period, history of perineal tear and its degree                              

N = 220 

          Clinical Variables 
  

Group 

Chi square 

test 

Experimental 

(N=110) 

Control 

(N=110) 

N % N % 

Duration of second 

stage labour 

  

Less than One 

Hour 
49 57.0 41 59.4 χ

2
=0.09 

P=0.76 

DF=1 NS 
More than One 

Hour 
37 43.0 69 40.6 

Weight of baby in KG 

  

  

  

< 2 11 10.0 10 9.1 
χ

2
=2.83 

P=0.41 

DF=3 NS 

2 – 3 69 62.7 72 65.5 

3 – 4 28 25.5 22 20.0 

 > 4  2 1.8 6 5.5 

Postnatal period in 

months 

  

   

3 - 6  39 35.5 34 30.9 
χ

2
=1.45 

P=0.48 

DF=2 NS 

7 - 9  43 39.1 40 36.4 

10 - 12 28 25.5 36 32.7 

History of perineal 

trauma  

during vaginal 

delivery 

  

Yes 31 28.2 36 32.7 χ
2
=0.53 

P=0.46 

DF=1 NS 

 No 79 71.8 74 67.3 

Degree of perineal 

trauma 

  

  

I degree 21 67.7 30 83.3 
χ

2
=2.56 

P=0.27 

DF=2 NS 

II degree 8 25.8 4 11.1 

III degree 2 6.5 2 5.6 

NS – Not Significant 

 

The table 5.2.3(b) illustrated that majority of the women’s duration of second stage of 

labour was < 1 hour in both the groups. Weight of the baby was between 2-3 kg in experimental 

group and between 2-3 and 3-4 kg in control group. The majority of the women were in the 

postnatal period of 7-9 months, one third of them had the history of perineal trauma during 

delivery and more numbers of women had I degree of perineal tear in both the groups. 

Tables 5.2.3(a) and 5.2.3(b) depicted no statistical significant difference between 

experimental and control group thus it inferred they are homogenous group. 
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5.2.4: Description of study specific variables among the women with pelvic floor 

dysfunction in experimental and control group 

Table 5.2.4: Frequency and Percentage distribution of Study Specific variables 

among women in the experimental and control group  

N=220 

Study Specific Variables 

Group 

Chi square test 
Experimental 

(N=110) 

Control 

(N=110) 

n % n % 

Family history of pelvic floor 

dysfunction 
    

χ
2
=1.28 P=0.26 

DF=1 NS 
Yes 42 38.2 34 30.9 

No 68 61.8 76 69.1 

If Yes Family relationship     χ
2=0.00 P=1.00 

DF=1 NS I degree 42 100 34 100.0 

Type of pelvic floor dysfunction among 

the family member 
    

χ
2=0.25P=0.88 

DF=2 NS 

Urinary incontinence 26 61.9 22 64.7 

Bowel incontinence 8 19.0 7 20.6 

Pelvic organ prolapses 8 19.0 5 14.7 

Previous Source of information     
χ

2
=0.30 P=0.58 

DF=1 NS 
Yes 6 05.5 8 07.3 

No 104 94.5 102 92.7 

If yes specify     χ
2
=0.0 P=1.00 

DF=1 NS Health care personnel 6 100 8 100 

Are you doing any type of exercises     χ
2=0. 0 P=1.00 

DF=1 NS No 110 100 110 100 

NS – Non Significant 

 The above table 5.2.4 showed that few of the women were having family history 

of pelvic floor dysfunction in both groups, few of them who had a family history had the  

first degree relation, few women had  urinary  incontinence in the family,  Most of them 

had not received any  previous  information regarding pelvic floor dysfunction in 

experimental group, only few received information through health care personnel and 

none of them are not doing any type of exercises in both groups. No statistical significant 

difference between experimental and control group was seen, thus it inferred they are 

homogenous group. 
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SECTION 5.3: ASSESSMENT AND COMPARISON OF PRE AND POST TEST 

PELVIC FLOOR MUSCLE STRENGTH AND KNOWLEDGE AMONG 

WOMEN WITH PELVIC FLOOR DYSFUNCTION IN THE EXPERIMENTAL 

AND CONTROL GROUP 

5.3.1: Assessment of pre and post test pelvic floor muscle strength among women 

with pelvic floor dysfunction in the experimental and control group. 

Table 5.3.1(a):  Assessment of pre and post test pelvic floor muscle strength among 

women with pelvic floor dysfunction in the experimental group. 

N = 110 

Domains 

Experimental Group 

Pretest Posttest 

Mean % Mean % 

Power 1.94 38.8 3.14 62.8 

Endurance 2.10 42.0 3.21 64.2 

Repetitions 1.77 35.4 3.21 64.2 

Fast Contraction 1.62 32.4 3.25 65.0 

Every Contraction Timed 1.65 33.0 3.01 60.2 

Overall 9.07 36.3 15.81 63.2 

 

The above table 5.3.1(a) showed that the pre and post test mean pelvic floor 

muscle strength score domain wise in the experimental group women. The mean scores 

in all the domains have improved in the posttest. The overall mean score of 9.07 in the 

pretest has improved to 15.81 in the posttest. 
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Table 5.3.1(b):  Assessment of pre and post test pelvic floor muscle strength among 

women with pelvic floor dysfunction in the control group. 

N = 110 

Domains 

Control group 

Pretest Posttest 

Mean % Mean % 

Power 2.02 40.4 2.05 41.0 

Endurance 2.09 41.8 2.15 43.0 

Repetitions 1.90 38.0 1.92 38.4 

Fast Contraction 1.67 33.4 1.77 35.4 

Every Contraction Timed 1.59 31.8 1.63 32.6 

Overall 9.27 37.1 9.52 38.1 

 

The above table 5.3.1(b) showed the pre and post test mean pelvic floor muscle 

strength score domain wise among the control group women. There was no improvement 

in the total mean score observed in the post test. 
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Table 5.3.1(c): Comparison of pre and posttest pelvic floor muscle strength score in 

the experimental group. 

N = 110 

Domains 
Pretest Posttest Mean 

Difference 

Student paired  

t-test Mean SD Mean SD 

Power 1.94 0.62 3.14 0.58 1.2 
t=14.37 

p=0.001*** 

Endurance 2.10 0.63 3.21 0.58 1.11 
t=15.33 

p=0.001*** 

Repetitions 1.77 0.44 3.21 0.65 1.44 
t=17.91 

p=0.001*** 

Fast Contraction 1.62 0.65 3.25 0.61 1.63 
t=20.48 

p=0.001*** 

Every Contraction 

Timed 
1.65 1.04 3.01 0.57 1.36 

t=12.46 

p=0.001*** 

Overall 9.07 1.53 15.81 1.76 6.74 
t=31.02 

p=0.001*** 

*** = High statistical significance at p< 0.001 

 

The above table depicts that there was a statistical significant improvement in the 

Pelvic floor muscle strength among women in the experimental group during the 

posttest. There was an overall mean difference of 6.74 in the posttest there by showing 

an overall improvement in the pelvic floor muscle strength among the women in pelvic 

floor dysfunction. 
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Table 5.3.1(d): Comparison of pre and posttest pelvic floor muscle strength score in 

the control group. 

N = 110 

Domains 

Pretest Posttest Mean 

Difference 

Student paired  

t-test Mean SD Mean SD 

Power 2.02 0.45 2.05 0.48 0.03 t=1.34P=0.18 NS 

Endurance 2.09 0.52 2.15 0.53 0.06 t=1.71 P=0.09 NS 

Repetitions 1.90 0.59 1.92 0.62 0.02 t=0.37 P=0.70 NS 

Fast Contraction 1.67 0.67 1.77 0.73 0.10 t=1.77 P=0.08 NS 

Every Contraction Timed 1.59 0.64 1.63 0.68 0.04 t=0.89 P=0.37 NS 

Overall 9.27 1.94 9.52 2.25 0.25 t=1.45 P=0.14 NS 

NS – Not Significant 

 

The above table 5.3.1(d) shows that the women in the control group did not show 

any change in the pelvic floor muscle strength score in the posttest. 
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5.3.2: Assessment of pre and post test knowledge scores among the women with 

pelvic floor dysfunction in experimental and control group 

Table 5.3.2(a): Frequency and Percentage distribution of pre and post test 

knowledge scores among women in the experimental group. 

N=110 

Domains 

  

Experimental Group 

Pretest Post Test 

Mean % Mean % 

General Information 0.81 20.3 3.27 81.8 

Possible causes / Risk factors 0.60 20.0 2.02 67.3 

Signs and Symptoms 1.07 17.8 4.30 71.7 

Treatment of Pelvic Floor Dysfunction 0.43 21.5 1.45 72.5 

Pelvic floor muscle strength exercises 1.69 16.9 7.65 76.5 

Overall  4.60 18.4 18.69 74.8 

 

The table 5.3.2(a) reveals the domain wise knowledge scores in the pre and 

posttest, the overall mean scores have improved from 4.60 in the pretest to 18.69 in the 

posttest for women in the experimental group after the intervention package. 

 

 

 

 

 

 

 

 



 

 

 

 

 

Fig.5.3.2(a): Pre and post t

 

 

 

 

 

 

 

 

 

 

 

 

0.00

1.00

2.00

3.00

4.00

5.00

6.00

7.00

8.00

General 

Information

P

0.81

3.27

M
ea

n
 S

co
re

s

test domain wise mean knowledge score amon

the experimental group. 

Possible causes 

/ Risk factors

Signs and 

Symptoms

Treatment of 

Pelvic Floor 

Dysfunction

Pe

mus

e

0.60
1.07

0.43

1.6
2.02

4.30

1.45

Pretest Posttest

 

 

N = 110 

 

ong women in 

Pelvic floor 

uscle strength 

exercises

1.69

7.65



94 

 

Table 5.3.2(b): Frequency and Percentage distribution of pre and post test 

knowledge scores among women in the control group. 

N=110 

Domains 

  

Control Group 

Pretest Post Test 

Mean % Mean % 

General Information 0.69 17.3 0.75 18.8 

Possible causes / Risk factors 0.57 19.0 0.68 22.7 

Signs and Symptoms 1.21 20.2 1.44 24.0 

Treatment of Pelvic Floor Dysfunction 0.54 27.0 0.67 33.5 

Pelvic floor muscle strength exercises 1.76 17.6 2.28 22.8 

Overall 4.77 19.1 5.83 23.3 

 

The above table 5.3.2(b) shows that the overall mean score showed no significant 

improvement between the pre and posttest mean knowledge scores among the women in 

the control group. 
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Table 5.3.2(c): Frequency and Percentage distribution of question wise pretest 

knowledge scores among women in the experimental and control group 

N=220 

Knowledge Questionnaire 

Experimental (N=110) Control (N=110) 

Yes No Yes No 

n % n % n % n % 

Pelvic floor is complex layer of muscles 22 20.0 88 80.0 19 17.3 91 82.7 

Uncontrolled urine and faeces called 

pelvic floor dysfunction 
21 19.1 89 80.9 18 16.4 92 83.6 

Pelvic floor supports the pelvic and 

abdominal organs 
25 22.9 84 77.1 20 18.2 90 81.8 

Pelvic floor muscle is soft, flabby and 

weak during postnatal period 
21 19.1 89 80.9 19 17.3 91 82.7 

Vaginal birth is a common risk factor for 

pelvic floor dysfunction 
26 23.6 84 76.4 26 23.6 84 76.4 

Prolonged second stage of labor 

contributes pelvic floor dysfunction 
20 18.2 90 81.8 19 17.3 91 82.7 

Previous trauma to the pelvic region is a 

risk for pelvic floor dysfunction 
20 18.2 90 81.8 18 16.4 92 83.6 

Leaking of urine and faeces are signs and 

symptoms of pelvic floor dysfunction 
19 17.3 91 82.7 25 22.7 85 77.3 

Losing control of urine and wind to 

identify the pelvic floor dysfunction 
16 14.5 94 85.5 20 18.2 90 81.8 

Feeling of heaviness, pulling and 

dragging are symptoms of prolapsed of 

pelvic organ 

25 22.7 85 77.3 24 21.8 86 78.2 

Accidently leaking urine is a common 

sign of with pelvic floor dysfunction 
17 15.5 93 84.5 20 18.2 90 81.8 

Functions of pelvic floor muscle can be 

evaluated through history collection 
28 25.5 82 74.5 27 24.5 83 75.5 

Perineometer is a device used to assess 

the pelvic floor contraction 
13 11.8 97 88.2 17 15.5 93 84.5 

Pelvic floor muscle can be strengthened 

by exercises 
16 14.5 94 85.5 23 20.9 87 79.1 

Self-care, vaginal cones and electrical 

stimulation used to treat pelvic floor 

dysfunction 

31 28.2 79 71.8 36 32.7 74 67.3 

Pelvic floor Exercise is to improve the 

pelvic floor dysfunction 
18 16.4 92 83.6 21 19.1 89 80.9 

Circulatory exercises are advisable for 

pelvic floor dysfunction 
15 13.6 95 86.4 19 17.3 91 82.7 

Uterine prolapsed can be prevent by 

muscle strengthening exercises 
25 22.7 85 77.3 27 24.5 83 75.5 

Exercises to be performed 5-10 times a 

day 
52 47.3 58 52.7 47 42.7 63 57.3 
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Knowledge Questionnaire 

Experimental (N=110) Control (N=110) 

Yes No Yes No 

n % n % n % n % 

Exercises to be performed anytime of the 

day 
18 16.4 92 83.6 18 16.4 92 83.6 

Bladder to be emptied before exercises 11 10.0 99 90.0 11 10.0 99 90.0 

Abdominal core stabilizer exercise is 

used to strengthen the pelvic floor 

exercises 

11 10.0 99 90.0 11 10.0 99 90.0 

Spinal rotation exercise helps to maintain 

the bladder control and prevent bladder 

weakness 

18 16.4 92 83.6 18 16.4 92 83.6 

Urinary incontinence and bowel 

incontinence is prevented by Kegel’s 

exercises 

11 10.0 99 90.0 11 10.0 99 90.0 

Kegel exercise is performed by 

contracting and releasing the urethra, 

vagina and rectum muscle 

7 6.4 103 93.6 11 10.0 99 90.0 

 

 

 The above table5.3.2 (c) shows the frequency and percentage distribution of 

pretest knowledge scores among women in the experimental and control group. Mostly 

similar observations noted in both the groups with few differences in certain items. 
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Table 5.3.2(d): Frequency and Percentage distribution of post-test knowledge scores 

question wise among women in the experimental and control group 

N=220 

Knowledge Questionnaire 

Experimental (N=110) Control(N=110) 

Yes No Yes No 

n % n % n % n % 

Pelvic floor is a complex layer of muscles 97 88.2 13 11.8 22 20.0 88 80.0 

Uncontrolled urine and faeces called 

pelvic floor dysfunction 
94 85.5 16 14.5 19 17.3 91 82.7 

Pelvic floor support the pelvic and 

abdominal organs 
93 84.5 17 15.5 24 21.8 86 78.2 

Pelvic floor muscle is soft, flabby and 

weak during postnatal period 
76 69.1 34 30.9 18 16.4 92 83.6 

Vaginal birth is a common risk factor for 

pelvic floor dysfunction 
77 70.0 33 30.0 30 27.3 80 72.7 

Prolonged second stage of labor 

contributes to pelvic floor dysfunction 
68 61.8 42 38.2 23 20.9 87 79.1 

Previous trauma to the pelvic region is a 

risk of developing pelvic floor 

dysfunction 

77 70.0 33 30.0 22 20.0 88 80.0 

Leaking of urine and faeces are signs and 

symptoms of pelvic floor dysfunction 
83 75.5 27 24.5 29 26.4 81 73.6 

Losing control of urine and wind to 

identify the pelvic floor dysfunction 
83 75.5 27 24.5 24 21.8 86 78.2 

Feeling of heaviness, pulling and 

dragging are symptoms of prolapsed of 

pelvic organ 

87 79.1 23 20.9 28 25.5 82 74.5 

Accidently leaking urine is common sign 

of with pelvic floor dysfunction 
74 67.3 36 32.7 24 21.8 86 78.2 

Functions of pelvic floor muscle can be 

evaluated through history collection 
81 73.6 29 26.4 31 28.2 79 71.8 

Perineometer is a device used to assess 

the pelvic floor contraction 
65 59.1 45 40.9 22 20.0 88 80.0 

By exercises pelvic floor muscle can be 

strengthened  
78 70.9 32 29.1 31 28.2 79 71.8 

Self-care, vaginal cones and electrical 

stimulation used to treat pelvic floor 

dysfunction 

82 74.5 28 25.5 43 39.1 67 60.9 

Pelvic floor Exercise is to improve the 

pelvic floor dysfunction 
82 74.5 28 25.5 25 22.7 85 77.3 

Circulatory exercises are advisable for 

pelvic floor dysfunction 
81 73.6 29 26.4 30 27.3 80 72.7 

Uterine prolapse can be prevented by 

muscle strengthening exercises 
84 76.4 26 23.6 36 32.7 74 67.3 
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Knowledge Questionnaire 

Experimental (N=110) Control(N=110) 

Yes No Yes No 

n % n % n % n % 

Exercises to be performed 5-10 times a 

day 
84 76.4 26 23.6 58 52.7 52 47.3 

Exercises to be performed anytime of the 

day 
80 72.7 30 27.3 22 20.0 88 80.0 

Bladder to be emptied before exercises 96 87.3 14 12.7 15 13.6 95 86.4 

Abdominal core stabilizer exercise is used 

to strengthen the pelvic floor exercises 
82 74.5 28 25.5 15 13.6 95 86.4 

Spinal rotation exercise helps to maintain 

the bladder control and prevent bladder 

weakness 

90 81.8 20 18.2 21 19.1 89 80.9 

Urinary incontinence and bowel 

incontinence is prevented by Kegel’s 

exercises 

77 70.0 33 30.0 15 13.6 95 86.4 

Kegel exercise is performed by 

contracting and releasing the urethra, 

vagina and rectum muscle 

85 77.3 25 22.7 14 12.7 96 87.3 

 

The above table 5.3.2 (d)  presented the frequency and percentage distribution of 

post-test knowledge scores among women in the experimental and control group. 

Majority of the women in the experimental group had significant improvement in the 

knowledge scores among all items than the control group women. 
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Table 5.3.2(e): Comparison of pre and post test knowledge scores in the 

experimental group 

N=110 

Domains 
Pretest Posttest Mean 

Difference 

Student paired  

t-test Mean SD Mean SD 

General Information 0.81 1.09 3.27 0.93 2.46 t=18.64 p=0.001*** 

Possible causes / Risk 

factors 
0.60 0.84 2.02 0.93 1.42 t=11.12 p=0.001*** 

Signs and Symptoms 1.07 1.02 4.30 1.51 3.23 t=20.02 p=0.001** 

Treatment of Pelvic 

Floor Dysfunction 
0.43 0.52 1.45 0.66 1.02 t=14.65 p=0.001*** 

Pelvic floor muscle 

strength exercises 
1.69 1.12 7.65 2.50 5.96 t=26.42 p=0.001*** 

Overall 4.60 1.90 18.69 5.01 14.09 t=28.92 p=0.001*** 

*** High statistical significance at p< 0.001 

 

 

 The above table 5.3.2(e) showed that the pre and post test mean domain wise 

knowledge scores among women in the experimental group. The women had a pretest 

mean score of 4.60±1.90 and after the intervention the post mean score was 18.69±5.01.  

The mean improvement score was 14.09, showed a high statistical significant difference. 
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Table 5.3.2(f): Comparison of pre and post test knowledge scores in the control 

group 

N=110 

Domains 
Pretest Posttest Mean 

Difference 

Student paired  

t-test Mean SD Mean SD 

General Information 0.69 0.79 0.75 0.79 0.06 t=1.71 p=0.09 NS 

Possible causes / Risk 

factors 
0.57 0.72 0.68 0.82 0.11 t=0.44 p=0.68 NS 

Signs and Symptoms 1.21 0.92 1.44 1.19 0.23 t=1.82 p=0.07 NS 

Treatment of Pelvic 

Floor Dysfunction 
0.54 0.54 0.67 0.59 0.13 t=0.47 p=0.67 NS 

Pelvic floor muscle 

strength exercises 
1.76 1.54 2.28 1.48 0.52 t=1.51p=0.13 NS 

Overall 4.77 2.20 5.83 2.04 1.06 t=1.74 p=0.08 NS 

NS- Not significant 

 

 The above table 5.3.2(f) showed that the pre and post test mean domainwise 

knowledge scores among women in the experimental group. The women had a pretest 

mean score of 4.77±2.20 and after the intervention the post mean score was 5.83±2.04.  

The mean difference score was 1.06, which did not have any significant difference.  
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SECTION 5.4:  EFFECTIVENESS OF INTERVENTION PACKAGE ON PELVIC 

FLOOR MUSCLE STRENGTH AND KNOWLEDGE AMONG WOMEN WITH 

PELVIC FLOOR DYSFUNCTION. 

5.4.1: Effectiveness of intervention package on pelvic floor muscle strength among 

women with pelvic floor dysfunction. 

Table 5.4.1(a): Comparison of pretest pelvic floor muscle strength among women 

with pelvic floor dysfunction between experimental and control group  

N=220 

Domains 

Group 

Mean 

difference 

Student 

independent 

t-test 

Experimental 

(N=110) 

Control 

(N=110) 

Mean SD Mean SD 

Power 1.94 0.62 2.02 0.45 0.08 
t=1.11p=0.26 

NS 

Endurance 2.10 0.63 2.09 0.52 0.01 
t=0.12 p=0.91 

NS 

Repetitions 1.77 0.44 1.90 0.59 0.13 
t=1.81 p=0.07 

NS 

Fast Contraction 1.62 0.65 1.67 0.67 0.05 
t=0.61 p=0.53 

NS 

Every Contraction Timed 1.65 1.04 1.59 0.64 0.14 
t=0.47 p=0.63 

NS 

Overall 9.07 1.53 9.27 1.94 0.20 
t=0.84 p=0.39 

NS 

NS – Not Significant 
 

 The above table 5.4.1(a) showed the comparison of pretest mean and standard 

deviation scores of the pelvic floor muscle strength between the experimental and control 

group. No significant statistical difference was noted in the pretest scores between the 

experimental and control group women.  This indicated that the muscle strength was 

weak before intervention in both experimental and control group.   
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Table 5.4.1(b): Comparison of post test mean pelvic floor muscle strength among 

women with pelvic floor dysfunction between experimental and control group  

N=220 

Domains 

Group 

Mean 

difference 

Student 

independent 

t-test 

Experimental 

(N=110) 

Control 

(N=110) 

Mean SD Mean SD 

Power 3.14 0.58 2.05 0.48 1.09 
t=15.20 

p=0.001*** 

Endurance 3.21 0.58 2.15 0.53 1.05 
t=14.15 

p=0.001*** 

Repetitions 3.21 0.65 1.92 0.62 1.29 
t=15.03 

p=0.001*** 

Fast Contraction 3.25 0.61 1.77 0.73 1.47 
t=16.31 

p=0.001*** 

Every Contraction 

Timed 
3.01 0.57 1.63 0.68 1.38 

t=16.44 

p=0.001*** 

Overall 15.81 1.76 9.52 2.25 6.29 
t=23.13 

p=0.001*** 

***High statistical significance at p< 0.001 
 

 

The above table 5.4.1(b) showed the posttest mean and standard deviation scores 

of the pelvic floor muscle strength between the experimental and control group. High 

level of statistical significant difference was found between the experimental and control 

group after the intervention in all domains. The overall Pelvic floor muscle strength 

mean difference score was 6.29 which had high statistical significant difference at         

p< 0.001 level. The intervention package has been very effective in enhancing the pelvic 

floor muscle strength of women. 
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Table 5.4.1(c): Effectiveness of interventional package on pelvic muscle strength 

score among women in the experimental and control group  

N=220 

Group Assessment  
Maximum 

score 
Mean ±SD 

Strength gain 

score with 

95%CI 

% of strength 

gain score with 

95%CI 

Experiment 

(n=110) 

Pretest 25 9.07±1.53 6.74 

(6.30 -7.17) 

26.9(25.2% - 

28.7%) Post-test 25 15.81±1.76 

Control 

(n=110) 

Pretest 25 9.27±1.94 0.25 

(0.09-0.58) 

1.0% (0.3% - 

2.3%) Post-test 25 9.52±2.25 

 

 The above table 5.4.1(c) depicted that the pelvic floor muscle strength gain in the 

experimental group was 6.74 in comparison with control group women i.e., 0.25. 

Similarly the percentage of strength gain score for experimental group was 26.9 whereas 

for control group it was 1%. This inferred that the interventional package had improved 

the pelvic floor muscle strength of women in the experimental group. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

N = 220 

 
*** High statistical significance at p< 0.001 

 

Fig,5.4.1(c): BOXPLOT compares the pre and post test pelvic floor muscle strength score 

among women between experiment and control group. 
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5.4.2: Effectiveness of intervention package on knowledge among women with 

pelvic floor dysfunction. 

Table 5.4.2(a): Comparison of pretest knowledge mean scores between 

experimental and control group  

N=220 

Domains  

(No. of Items) 

Group 

Mean 

Difference 

Student 

independent 

t-test 

Experimental 

(N=110) 

Control 

(N=110) 

Mean SD Mean SD 

General Information 0.81 1.09 0.69 0.79 0.12 
t=0.92 

p=0.35, NS 

Probable causes / Risk 

factors 
0.60 0.84 0.57 0.72 0.03 

t=0.25 

p=0.80, NS 

Signs and Symptoms  1.07 1.02 1.21 0.92 0.14 
t=1.04 

p=0.22, NS 

Treatment of Pelvic 

Floor Dysfunction 
0.43 0.52 0.54 0.54 0.11 

t=1.53 

p=0.13, NS 

Pelvic floor muscle 

strength exercises 
1.69 1.12 1.76 1.54 0.17 

t=0.40 

p=0.69, NS 

Overall 4.60 1.90 4.77 2.20 0.17 
t=0.62 

p=0.53, NS 

NS – Not Significant 

 

The above table 5.4.2(a) presented the comparison of pre-test mean and standard 

deviation scores of the knowledge domain wise and total scores between the 

experimental and control group. There was no statistical significant difference noted 

between the scores among women in the experimental and control group.  
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Table 5.4.2(b): Comparison of post test knowledge mean scores among women 

between the experimental and control group  

N=220 

Domains 

Group 

Mean 

Difference 

Student 

independent 

t-test 

Experimental 

(N=110) 

Control 

(N=110) 

Mean SD Mean SD 

General 

Information  
3.27 0.93 0.75 0.79 2.52 

t=21.65 

p=0.001*** 

Probable causes / 

Risk factors 
2.02 0.93 0.68 0.82 1.33 

t=11.29 

p=0.001*** 

Signs and 

Symptoms 
4.30 1.51 1.44 1.19 2.86 

t=15.59 

p=0.001*** 

Treatment of 

Pelvic Floor 

Dysfunction 

1.45 0.66 0.67 0.59 0.78 
t=9.25  

p=0.001*** 

Pelvic floor muscle 

strength exercises  
7.65 2.50 2.28 1.48 5.36 

t=19.34 

p=0.001*** 

Overall 18.69 5.01 5.83 2.04 12.86 
t=24.93 

p=0.001*** 

*** High statistical significance at p< 0.001 
 

 

The above table 5.4.2(b) presented the comparison of the posttest mean and 

standard deviation domain wise knowledge scores. There was high statistical significant 

difference in all domains observed between the experimental and control group after the 

intervention. Thus inferred the intervention package had significantly improved the 

knowledge of women in the experimental group, who were administered the intervention 

package. 
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Table 5.4.2(c): Effectiveness of interventional package on knowledge score among the 

women in the experimental and control group 

N=220 

Group Assessment 
Maximum 

Score 
Mean ± SD 

Knowledge 

gain score 

with 95%CI 

% of Knowledge 

gain score with 

95%CI 

Experimental 

(N=110) 

Pre-test 25 4.60±1.90 14.09 

(13.13 -15.06) 

56.4 

(52.5% - 60.2%) Post test 25 18.69±5.01 

Control 

(N=110) 

Pre-test 25 4.77±2.20 1.06 

(0.82-1.29) 

4.2  

(3.3% - 5.2%) Post test 25 5.83±2.04 

 

 

The above table 5.4.2(c) presented is the mean and standard deviation scores for 

knowledge along with gain score and percentage after the intervention with 95% 

Confidence Interval (CI). The experimental group had 56.4 % knowledge gain score after 

the intervention. Whereas the control group gain score was only 4.2%. Thus inferred the 

interventional package had improved the knowledge among women in the experimental 

group women. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

N = 220 

 
***  High statistical significance at p< 0.001 

 

Figure 5.4.2(c): BOXPLOT comparing the pre and post test knowledge score among 

women between experiment and control group. 
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SECTION 5.5: CORRELATION OF KNOWLEDGE WITH PELVIC FLOOR 

STRENGTH SCORE AMONG WOMEN IN THE EXPERIMENTAL AND 

CONTROL GROUP 

Table 5.5.1: Correlation of knowledge with pelvic floor muscle strength among 

women with pelvic floor dysfunction among women in the experimental and control 

group  

N=220 

Group Variable Mean difference± SD Karl Pearson correlation coefficient 

Experiment 

(N=110) 

Knowledge 13.00±5.20 

r=0.47 p=0.001*** S 

Strength 6.05±2.37 

Control 

(N=110) 

Knowledge 1.60±4.40 

r=0.18 p=0.26          NS 

Strength 0.60±1.72 

 *** Very High Significant at   p≤0.001, NS - Not significant 

 

The above table 5.5.1 presented the correlation of mean differed scores of 

knowledge and pelvic floor muscle strength among women in the experimental and 

control group. There was significant positive correlation observed between the 

knowledge and pelvic floor muscle strength among women in the experimental group. 

This high positive correlation indicates that as the knowledge of women regarding the 

pelvic floor muscle strength and dysfunction increases there is an improvement in the 

pelvic floor muscle strength.  Hence the interventional package on PFMS had a 

significant impact on the practice of the pelvic floor strengthening exercises. 
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SECTION 5.6: ASSOCIATION OF MEAN DIFFERED PELVIC FLOOR 

MUSCLE STRENGTH AND KNOWLEDGE GAIN SCORES AMONG WOMEN 

WITH PELVIC FLOOR DYSFUNCTION WITH THEIR SELECTED 

VARIABLES IN THE EXPERIMENTAL AND CONTROL GROUP. 

 

5.6.1: Association of mean differed pelvic floor muscle strength gain scores among 

women with pelvic floor dysfunction with their selected variables in the 

experimental group. 

 

Table 5.6.1(a): Association of mean differed pelvic floor muscle strength gain score 

with selected variables (age, education, monthly income and number of child birth) 

among women in the experimental group  

N=110 

Demographic 

variables 

 

 

n 

PFM Strength One-way 

ANOVA F-

test/t-test 

Pretest Post-test Gain score 

Mean SD Mean SD Mean SD 

Age in years        

F=3.74  

p< 0.05*S 

< 20   5 9.40 1.14 14.80 2.05 5.40 2.61 

21 -30   82 9.09 1.62 15.13 1.66 6.04 2.17 

>-30   23 8.96 1.30 16.38 1.94 7.42 2.53 

Education        

F=2.67 

p< 0.05*S 

No formal 

education 
8 9.83 2.92 14.88 1.46 5.05 2.41 

Primary school 10 9.75 0.89 15.38 1.41 5.63 1.06 

Middle school 42 9.02 1.51 15.74 1.84 6.71 2.04 

High school 32 8.70 .82 15.50 1.84 6.80 2.15 

Undergraduate 10 9.03 1.28 16.00 1.78 6.97 2.70 

Postgraduate and 

more 
8 8.30 1.87 16.90 1.45 8.60 2.96 

Monthly income        

F=3.76 

p=0.01**S 

Rs.15188-30374 5 8.75 1.39 16.55 1.41 7.80 2.28 

Rs.11362-15187 21 9.09 1.84 15.97 1.70 6.88 2.00 

Rs.7594-11361 40 9.19 0.93 14.81 1.91 5.62 1.77 

Rs.4556-7593 33 9.60 1.67 15.40 1.34 5.80 1.45 

Rs.1521-4555 11 9.73 1.79 14.73 1.68 5.00 2.49 

Number of child 

birth 
       

F=3.35  

p< 0.05*S 

One 48 8.79 1.53 15.65 2 6.85 2.29 

Two 39 9.44 1.54 17.28 2 7.84 2.36 

Three 19 9.05 1.58 15.16 2 6.11 2.11 

> Three 4 9.00 0.82 14.50 2 5.50 2.38 
* significant at P≤0.05 ** highly significant at p≤0.01   

The above table 5.6.1(a) presented the association of mean differed pelvic floor 

muscle strength gain scores with the selected variables. Women those who are >30 years, 

and had post graduate degree and had the monthly income of 15188-30374 and had two 

children gained more strength than others.  
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Table 5.6.1(b): Association of mean differed pelvic floor muscle strength gain score 

with obstetrical and clinical variables (Birth Spacing between two children, BMI, 

Induction of labor and Family history of pelvic floor dysfunction) in the 

experimental group  

N=110 

Obstetric and Clinical 

Variable 

 

 

n 

PFM Strength  One-way 

ANOVA F-

test/t-test 

Pretest Post-test Gain score 

Mean SD Mean SD Mean SD 

Birth spacing 

between two 

children 

< 1 year 8 9.50 1.31 16.50 1 5.00 1.51 

F=2.89  

p< 0.05*S 

1 - 2 years 32 9.41 1.72 15.88 2 7.86 2.63 

2 - 3 years 3 10.67 1.15 16.33 1 6.06 2.11 

3- 4 years 4 8.50 0.58 15.25 2 5.75 2.06 

> 4 years 2 9.50 0.71 15.50 1 6.00 1.41 

BMI 

  

  

  

Underweight 13 9.46 1.61 16.15 2 6.10 1.55 

z=3.45  

p< 0.05*S 

Normal 59 9.00 1.36 16.81 2 7.81 2.40 

Over weight 23 9.39 1.99 16.04 1 6.65 2.48 

Obese 15 8.53 1.19 14.93 2 6.40 2.06 

Induction of 

labor 

  

Medical 

Induction 
77 9.17 1.69 16.82 2 7.65 2.36 t=2.12 

p=0.04* S 
Nil 33 8.85 1.06 15.49 2 6.64 2.11 

Family history 

of pelvic floor 

dysfunction  

Yes 42 9.33 1.84 17.00 2 7.67 2.49 
t=2.87 

p=0.01** S No 68 8.91 1.29 15.29 2 6.38 2.16 

* significant at p≤0.05 ** highly significant at p≤0.01   

 

The above table 5.6.1(b) presented the association of mean differed pelvic floor 

muscle strength gain scores with the selected variables among women in the 

experimental group. Women those who had 1-2 years of birth space, normal BMI and 

had medical induction and had the family history of pelvic floor dysfunction gained more 

pelvic floor muscle strength than others. 
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Table 5.6.1(c): Association of mean differed pelvic floor muscle strength gain score 

with selected variable (Family history of pelvic floor dysfunction) among women in 

the control group  

N=110 

Study Specific 

Variable 
n 

PFMS  One-way 

ANOVA       

F-test/t-test 

Pre-test Post-test Gain score 

Mean SD Mean SD Mean SD 

Family history of 

pelvic floor 

dysfunction 

  

Yes 42 9.24 1.84 9.68 2 0.44 2.03 
t=2.87 

p<0.01** S 
No 68 9.29 1.99 9.45 2 0.16 1.64 

  ** highly significant at p≤0.01  

 

The above table 5.6.1(c) presented the association of mean differed pelvic floor 

muscle strength gain scores with the selected variable among women in the control 

group. Women with family history of pelvic floor dysfunction had significant association 

at p<0.01 level and hence had more gain score than others. 

 

All other variables were not significantly associated with the mean differed pelvic 

floor  muscle strength score.  
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5.6.1(d): Influencing factors for strength gain score using Multivariate logistic 

regression among women in the experimental group 

 

Influencing factors 

Univariate analysis Multivariate analysis 

p-value 
Unadjusted 

OR(95%CI) 
p-value 

Adjusted 

OR(95%CI) 

Age (>30 years Vs < 30 years) 0.01** 3.7(1.2 -11.6) 0.01* 3.1(1.1 – 10.4) 

Education(Above primary Vs 

upto primary) 
0.01** 4.4(1.2 -17.1) 0.04* 1.5(1.0- 17.9) 

Income(>Rs.11362  Vs  > 

<11362) 
0.01** 3.4(1.4 -8.3) 0.03* 2.2(1.3 -12.8) 

No. of child birth (≥2 Vs <2) 0.01** 2.9(1.2 -6.8)   0.60 1.2(0.6- 11.2) 

Birth spacing (> 1year Vs < 1 

year) 
0.01** 5.4(1.2 -28.1)   0.01** 2.6(1.1 -12.2) 

BMI (Normal Vs others) 0.01** 3.1(1.3 -7.3) 0.05* 1.8.(1.4 – 6.2) 

Induction of labour (Medical 

induction Vs nil) 
0.02* 2.7(1.1 -6.9)    0.38 1.4. (0.1 – 7.7) 

Family history of pelvic floor 

dysfunction (Yes Vs No) 
0.01** 3.0(1.3 -7.3) 0.33 1.6. (0.3 – 8.8) 

 

 The above table 5.6.1(d) presented the multivariate logistic regression in 

comparison with univariate analysis for having more strength gain score. Women with 

above 30 years of age, who had above primary education, with income above Rs.11362, 

having more than 2 children, had a birth spacing more than a year, had medical induction 

during last child birth and having family history of pelvic floor dysfunction reported 

more strength gain score in univariate analysis while number of child birth, induction of 

labour and family history was not significant with multivariate analysis. The unadjusted 

odds for having more strength gain score was given along with 95% confidence interval. 
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5.6.2: Association of mean differed knowledge gain scores among women with 

pelvic floor dysfunction with their selected variables in the experimental group. 

 

Table 5.6.2(a): Association of mean differed Knowledge score with selected 

variables (Age, Education, type of family, Number of child birth and Birth Spacing 

between two children) among women in the Experimental group  

N=110 

Demographic 

Variable 
n 

Knowledge score 
One-way ANOVA 

F-test/t-test 
Pretest Post-test Gain score 

Mean SD Mean SD Mean SD 

Age in years        

F=3.16  

p< 0.05*S 

< 20   5 5.40 2.70 14.63 4.77 09.23 5.20 

21 -30   82 5.30 1.72 17.70 5.77 12.39 5.31 

>-30   23 4.35 1.86 19.17 4.74 14.82 4.81 

Education        

F=2.86  

p< 0.05*S 

No formal education 8 3.75 1.04 14.88 9.60 11.13 9.23 

Primary school 10 4.13 2.17 17.63 6.00 13.50 5.90 

Middle school 42 5.02 1.60 18.55 5.64 13.52 5.56 

High school 32 5.20 1.81 19.80 2.15 14.60 3.27 

Undergraduate 10 4.22 2.17 19.25 3.13 15.03 3.71 

Postgraduate and more 8 4.50 2.37 20.30 1.49 15.80 2.74 

Type of family        

F=4.23 

p< 0.05*S 

Joint Family 54 4.70 1.64 20.50 1.72 15.80 2.30 

Nuclear Family 46 4.74 2.16 19.20 4.47 14.46 4.63 

Extended Family 10 4.46 1.72 16.72 5.73 12.26 5.79 

Number of child birth        

Z=4.08 

p< 0.05*S 

One 48 4.58 2 18.13 5 13.54 5.41 

Two 39 3.28 2 19.69 5 16.41 5.34 

Three 19 5.42 2 19.95 4 14.53 4.07 

> Three 4 4.00 2 19.50 3 15.50 4.36 

Birth spacing between 

two children 
       

Z=3.23  

p< 0.05*S 

< 1 year 8 3.75 1 21.25 1 17.50 1.07 

1 - 2 years 32 4.75 2 18.06 6 13.31 6.16 

2 - 3 years 3 5.67 2 22.50 0 16.83 2.08 

3- 4 years 4 3.75 2 19.25 3 15.50 2.89 

> 4 years 2 4.00 3 19.00 4 15.00 1.41 

* significant at p≤0.05   

The above table 5.6.2(a) presented the association of knowledge mean differed 

gain scores with the selected variables among women in the experimental group showed 

women who are aged > 30 years, had post graduated and living in the joint family and 

had 2 children and had <1 year of birth spacing had more knowledge mean gain score 

than others.  
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Table 5.6.2(b): Association of mean differed knowledge score among women with 

pelvic floor dysfunction with selected obstetrical and clinical variables (BMI, 

Induction of Labor, Weight of baby and family history of pelvic floor dysfunction) 

in the Experimental group  

N=110 

Obstetric and Clinical 

Variable 

 

 

n 

Knowledge Gain Score One-way 

ANOVA F-

test/t-test 

Pretest Post-test Gain score 

Mean SD Mean SD Mean SD 

BMI 

Underweight 13 4.08 1.26 17.18 1.34 13.10 1.44 

z=3.46 

p< 0.05*S  

Normal 59 4.14 1.88 20.58 4.81 16.44 4.80 

Over weight 23 4.00 1.98 18.57 4.79 14.57 5.19 

Obese 15 3.87 1.85 17.20 7.35 13.33 7.24 

Induction of 

labor 

Medical 

Induction 
77 4.27 1.71 19.90 5.26 15.63 5.28 t=2.21 

p< 0.05*S 
Nil 33 4.91 2.30 18.19 4.46 13.28 4.71 

Weight of baby 

in Kgs. 

< 2  11 3.55 1.37 11.09 8.85 7.55 8.82 

z=9.15 

p< 0.01**S 

2 - 3  69 4.71 1.86 19.12 4.07 14.41 4.40 

3 - 4  28 4.54 1.91 20.54 1.73 16.00 2.29 

 > 4   2 7.50 3.54 20.00 1.41 12.50 4.95 

Family history 

of pelvic floor 

dysfunction  

Yes 42 4.02 1.76 19.83 4.42 15.81 4.68 
t=2.37 

p< 0.05*S 
No 

68 4.96 1.91 18.39 5.38 13.43 5.34 

* significant at p≤0.05 ** highly significant at p≤0.01   

 

The above table 5.6.2(b) presented the association of mean differed knowledge 

gain scores with the selected variables among women in the experimental group. Women 

those who had normal BMI and had medical induction and had the baby with 3-4  kg of 

birth weight and had the family history of pelvic floor dysfunction had more knowledge 

mean gain score than others. 

 There was no statistical significant association noted with any of the variables 

with the knowledge gain score among women in the control group. 
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Table 5.6.2(c): Influencing factors for knowledge gain score using Multivariate 

logistic regression among women in the experimental group 

N = 110 

Influencing factors 

Univariate analysis Multivariate analysis 

p-value 
Unadjusted 

OR(95%CI) 
p-value 

Adjusted 

OR(95%CI) 

Age(>30 years  Vs < 30 years) 0.01** 4.9(1.5 -16.6) 0.02* 3.2(1.1 – 15.4) 

Education(Above primary Vs Upto 

primary) 
0.02* 3.9(1.1 -15.6) 0.04* 1.7(1.1- 5.9) 

Type of family(Joint family Vs > 

nuclear family) 
0.02* 2.5(1.1 -5.9) 0.02* 2.2(1.3 -5.8) 

No.of child birth (≥2 Vs  <2) 0.02* 2.5(1.1 -5.8) 0.60 1.3(0.4- 8.2) 

Birth spacing (> 1year  Vs < 1 year) 0.01** 5.4(1.2 -28.1) 0.02* 2.8(1.3 -15.2) 

BMI(Normal Vs others) 0.01** 3.1(1.3 -7.3) 0.03* 1.5.(1.2 – 5.7) 

Induction of labour(Medical 

induction Vs nil) 
0.01** 3.2(1.2 -8.5) 0.18 1.5.(0.3 – 5.7) 

Weight of baby(> 3 kg  Vs < 3kg) 0.01** 3.2(1.2 -8.6) 0.38 1.8.(0.4 – 6.8) 

Family history of pelvic floor 

dysfunction(Yes Vs No) 
0.02* 2.6(1.1 -6.7) 0.44 1.2.(0.2 – 5.3) 

 

The above table 5.6.2(c) presented the multivariate logistic regression in 

comparison with univariate analysis for having more knowledge gains score. Women  

above 30 years of age, having primary education, belonged to joint family, having 

children more than 2, birth spacing more than a year, having normal BMI, had medical 

induction during last child birth, had weight of baby more than 3 kgs and having family 

history of pelvic floor dysfunction reported more knowledge gain score in univariate 

analysis while number of child birth, induction of labour, weight of the baby and family 

history was not significant with multivariate analysis. The unadjusted odds for having 

more knowledge gain score was given along with 95% confidence interval. 
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CHAPTER – 6   

DISCUSSION 

 

The present study was conducted to assess the effectiveness of interventional 

package on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction. The study findings are discussed based on the observation of the study 

findings. The present study involved screening of the women followed by assessment of 

the knowledge and pelvic floor muscle strength before and after the intervention.  

   

The present study is discussed with relevant supportive literature as follows, 

 

Screening for Pelvic floor dysfunction 

Women were screened before they were included in the study. Among the 424 

eligible women from 26 villages screened, 232(54.7%) women were identified to have 

any one of the pelvic floor muscle dysfunction. Women who had at least one pelvic floor 

muscle dysfunction were included in the study. The present finding was supported by the 

studies conducted in rural India with prevalence of pelvic floor dysfunction ranging from 

38% to 50.8% as depicted in table 5.5.1 and 5.5.2.  The findings also proved the burden 

of the problem among women who had multiple child birth. Systematic review 

conducted by Bozkurt M et al., highlighted that traumatic birth, usage of forceps, length 

of the second stage of delivery, and sphincter damage as modifiable risk factors for 

pelvic floor dysfunction. Women with multiple vaginal deliveries undergo constant 

damage to the pelvic floor and becomes at risk for pelvic floor dysfunction.
93
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Among the women who had reported pelvic floor muscle dysfunction, 

193(82.4%) of them had urinary incontinence, 116(50%) of them had bowel 

incontinence, 3(1.4%) of them had pelvic organ prolapse, 218(93.2%) had pelvic pain 

and 128(54.6%) of them had sexual dysfunction. The present study findings were 

supported by a systematic review done by Guri Rortveit and Yngvild S. Hannestad, 

where in the study had reported urinary incontinence of 25 – 45 %, pelvic organ prolapse 

of 5 – 10%. Majority of the women reported urinary incontinence and pelvic pain which 

affects their quality of life to the maximum. 
94

 

 

 Demographic, Obstetrical, Clinical and Study specific characteristics of study 

participants
 

The data findings in table 5.2.1a and 5.2.1b revealed with regard to the 

demographic variables among the 220 women, Most of the women 82(74.5%) and 

76(69%) were between 21 – 30 years of age in experimental and control group 

respectively. Most of them 42(38.2%) and 47(42.7%) had middle school education, 

84(76.4%) and 79(71.9%) were Hindus, 54(49.1%) and 63(57.2%) were belonging to 

joint family, 84(76.4%) and 87(79.1%) had monthly income within Rs. 11361, 

83(75.5%) and 85(77.2%) were unemployed and having sedentary lifestyle and 

106(96.4%) and 107(97.3%) of the women were having non vegetarian food pattern 

among the experimental and control group respectively. 

 

With regard to the Obstetrical factors shown in the table 5.2.2 among the study 

participants most of them 48(43.6%) and 42(38.2%) had one child birth, 29(26.4%) and 

33(30%) had 2-3 years birth spacing between two children and 60(54.5%) and 55(50%) 

had normal vaginal delivery among the experimental and control group respectively. 
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With regard to clinical factors shown in the table 5.2.3a and 5.2.3b pertaining to 

last child birth among the study participants 65(59.1%) and 53(48.2%) had 6-10 kg 

weight gain during pregnancy, 77(70%) and 80(72.7%) of them had medical induction of 

labour and 49(57%) and 41(59.4%) of them had less than one hour of second stage of 

labour, 69(62.7%) and 72(65.5%) had children with birth weight between 2-3 kilograms, 

43(39.1%) and 40(36.4%) were in between 7 – 9 months post natal period, 31(28.25) and 

36(32.7%) had perineal trauma during last child birth and 15(13.6%) and 21(19.1%) 

were presently obese among the experimental and control group respectively. 

 

With regard to study specific factors as shown in the table 5.2.4 among the study 

participants, 42(38.2%) and 34(30.9%) had family history of pelvic floor dysfunction 

and all of them had I degree relationship, among the family members with pelvic floor 

dysfunction 26(61.9%) and 22(64.7%) had urinary incontinence among the experimental 

and control group respectively. Among the 220 women 6(5.5%) and 8(7.3%) had 

previous information about pelvic floor dysfunction and all them had information from 

health care personnel and none of them did any type of exercises among the experimental 

and control group respectively. 

 

Demographic and clinical variables of the women with pelvic floor dysfunction 

showed clear majority of women having family history, sedentary life style, medical 

induction of labor, vaginal delivery and birth spacing less than 2 years. These factors are 

largely supported by many epidemiological studies and systematic reviews. In a study 

conducted by Jennifer M. Wu et al., where prevalence and trends of these pelvic floor 

disorders in U.S. women from 2005–2010 was studied it was found that there are various 

factors associated with pelvic floor dysfunction. The study findings showed that Higher 
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BMI, greater parity, and hysterectomy being associated with higher odds of one or more 

pelvic floor disorder. 
94

 

 

The above observations were also supported by studies conducted by Arati 

Mahishale and Himani Dave among 100 postnatal women from tertiary care hospital, 

Belagavi. The study findings showed that type of delivery and working status of 

postnatal women as major contributing factors for urinary incontinence. Other 

contributing factors were identified as mode of delivery, parity, urinary tract infection, 

occupation and level of physical activity.
8
 

 

A large scale study conducted by Uma Singh et al among 3000 women presented 

the contributing factors for urinary incontinence which was the most common among the 

pelvic floor muscle dysfunction as age more than 40 years, multiparity, postmenopausal 

Status, body mass index more than 25, history of diabetes and asthma, habit of taking 

tea, tobacco, pan, and betel are risk factors found to be associated with increased 

prevalence of urinary incontinence in univariate analysis. On multivariate analysis, age 

more than 40 years, multiparity, vaginal delivery, hysterectomy, menopause, tea and 

tobacco intake, and asthma were found to be significantly associated with overall 

incontinence.
95

 

 

 Another study conducted by Trupti et al among 552 women showed a prevalence 

of Urinary Incontinence to have significant association with increasing age and 

obstetrical factors such as high parity, young age at first childbirth, forceps delivery and 

prolonged labour.
21
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The first objective was to assess and compare the pre and post test level of pelvic 

floor muscle strength and knowledge among women with pelvic floor dysfunction 

between experimental and control group 

 The data analysis section 5.3 depicted the pre test mean pelvic floor muscle 

strength score among the experimental group and control group which was 9.07 and 9.27 

respectively with scores was representing weak pelvic floor muscle strength. In the post 

test the mean scores was 15.81 and 9.52 among the experimental and control group 

respectively. The mean difference was 6.29 and women in experimental group had good 

to strong muscle strength after the intervention. 

 

  Considering the components of pelvic muscle strength power and endurance had 

slightly better mean score in the pre test among the experimental and control group while 

in the post test there was significant improvement in all components with good to strong 

power, endurance, repetitions, fast contraction and timed contraction scores among 

women in the experimental group. 

 

 The mean strength gain score was found to be 6.74(95%CI: 6.30 -7.17) which 

was 26.9% (95%CI: 25.2 – 28.7%) gain from pretest score. 

 

 Similar observations were observed in a community based study conducted by 

Waterfield and Ann Elisabeth among 244 women with weak PFM.  It was a randomized 

control trial where two hundred and forty subjects were randomized to one of three 

groups, 75 of them were into control group, 84 of them had training regarding pelvic 

floor muscle exercises from a general practice nurse and 85 of them had intervention 

from the Specialist nurse. Both treatment groups showed a significant increase in pelvic 
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floor strength after 3 months' training, compared with Controls. Intervention provided by 

specialist nurse had significant improvement in the pelvic floor muscle strength. 
96

 

 

 The findings of the study was supported by studies conducted by Marian 

Wiegersma among 287 women aged 55 years and more where pelvic floor muscle 

training was tested with watchful waiting and the study results showed that pelvic floor 

muscle training improved the pelvic strength after 3 months of intervention. Another 

study conducted by Xin wang et al. among 106 nullipara women post delivery where the 

pelvic floor muscle training was given to the women in the experimental group for 3 

months and the intervention proved to have had greater impact on improving the muscle 

strength after 3 months.
84 

 

 Study findings are further supported by a study conducted by Hafrun et al among 

150 women followed by childbirth process where the effect of pelvic floor muscle 

strength was assessed after giving pelvic floor muscle training using various approaches. 

The study findings showed that women who performed pelvic floor muscle exercise with 

biofeedback technique had shown significant improvement in the pelvic floor muscle 

Strength.
97

 

 

 One year follow up study was conducted by Siv Morkved and Kari Bo among 

women in immediate postpartum period. Women had eight-week pelvic floor muscle 

training program in prevention and treatment of urinary incontinence in the immediate 

postpartum period. 162 women participated in the study and they were randomized into 

experimental and control group. At end of one year follow up women who had practices 
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pelvic floor exercises had greater improvement in the pelvic floor muscle strength and 

had reduced pelvic floor muscle dysfunction.
 98

 

 

 In another study conducted by Vjollca Ndreu et al among women with urinary 

incontinence where pelvic floor muscle exercises were taught to women in the 

experimental group and were asked to practice at home and control group women had no 

intervention. The study findings showed that women who practiced pelvic floor muscle 

exercises at home had significant improvement in the symptoms of urinary incontinence 

with increased pelvic floor muscle strength and hence pelvic floor muscle exercises 

practice was highly recommended intervention for prevention and treatment of pelvic 

floor muscle dysfunction.
99

 

 

  The above findings and supported study evidences prove that pelvic floor muscle 

training and practice was very much useful in improving the pelvic floor muscle 

strength.  

   

The second objective was to assess the effectiveness of interventional package on 

pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction between experimental and control group 

 The data analysis the section 5.4 depicted the pretest mean knowledge score 

among women between the experimental and control group was 4.60 and 4.77 

respectively with scores representing very low awareness towards the pelvic floor 

dysfunction. In the post test after intervention the mean scores was 18.69 and 5.83 

among women between experimental and control group respectively which showed there 

was mean difference of 12.86 between the two groups.  
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 The intervention had significantly improved the knowledge scores among women 

in the experimental group. Considering domain wise scores in the pre test all the items 

had poor scores while in post test among women in the experimental group there was 

improvement in all the item scores. The mean knowledge gain score was found to be 

14.09 (95% CI: 13.13 -15.06) which was 56.4% (95% CI: 56.4% – 60.2%) gain from 

pretest score. 

 

 The findings of the study was supported by studies conducted by Mandimika et 

al. among 431 women aged between 19 – 98 years where knowledge about pelvic floor 

dysfunction was tested and it was found that all women lacked the knowledge regarding 

pelvic floor dysfunction. [100] Another study conducted by AA Flores et al.
 
among 92 

Asian American women, the knowledge regarding urinary incontinence, pelvic organ 

prolapse were found to very low.
101

 

 

 A study conducted by Hedwig at al among the 212 nulliparous women also 

showed that 93% of them had insufficient knowledge about the pelvic floor dysfunction 

and many of them had concerns of having pelvic floor dysfunction. In another study 

conducted by Hedwig et al among the menopausal women and peripartum women also 

revealed lack of knowledge of pelvic floor dysfunction. The study had 402 peripartum 

women and 165 menopausal women and among them 75 % peripartum women and 65% 

post menopausal women had reported insufficient knowledge and expressed the concern 

of knowing more about the condition and its prevention. 
102

 

 

 The study results were also supported by a study conducted by Yuan-MeiLiao et 

al where the effect of pelvic floor muscle training was studied on knowledge, attitude 
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and pelvic floor muscle strength among women with urinary incontinence. The study 

findings showed that women had significant improvement in the knowledge and pelvic 

floor muscle strength. 
85

 

 

 In a similar study conducted by  Moen Michael et al in understanding the 

knowledge and pelvic muscle exercises among 120 women with complaints of pelvic 

floor muscle dysfunction showed that majority of the women had knowledge about the 

pelvic floor exercises but they had not performed them.
77

 

 

The conceptual framework was based on the integrated model of Betty Neuman 

System and Wiedenbach Prescriptive Theory. The researcher set the goal for women 3 

months to 1 year post delivery. The researcher assessed the intra personal, interpersonal 

and extra personal stressors which constantly interact and counteract with the basic 

structure of the women between 3 months to 1 year post delivery. All these three level of 

stressors interact with the flexible line of defense and invades the normal line of defense 

and also tries to intrude into basic structure. But the researcher integrates the 

Wiedenbach helping art for the secondary prevention level. For the identification of need 

for the help the researcher screen the pelvic floor dysfunction and assess the pretest 

pelvic floor muscle strength and knowledge on pelvic floor dysfunction for the both the 

group.  

 

The second step ministering the needed help that is intervention package 

administered by the researcher to the experimental group only. The third step validating 

the needed help was explored by the post test of pelvic floor muscle strength and 

knowledge on pelvic floor dysfunction and exercises for the both the group. If there is 
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improvement in the mean knowledge and pelvic floor muscle strength the researcher 

reinforces and enhances the intervention, if there is negative outcome the researcher 

restart by reassessment. 

 

 Thus the application of concepts of Betty Neuman System and Wiedenbach 

Prescriptive model guided the investigator during the all the phases of the research study 

and helped to accomplish the objectives of the study. The administration of 

interventional package empowered the women with pelvic floor dysfunction to improve 

the pelvic floor muscle strength and knowledge throughout their life. 

 

 Statistical analysis had showed that there was significant difference between the 

post test scores among experimental and control group and hence the hypothesis NH1 

stated earlier that “There is no significant difference in the pre and posttest pelvic 

floor muscle strength and knowledge among women with pelvic floor dysfunction 

between the experimental and control group” was not accepted. 

 

The third objective was to correlate the mean differed knowledge score with pelvic 

floor muscle strength among women with pelvic floor dysfunction in experimental 

and control group 

 The table 5.5 depicted where there was a significant positive correlation observed 

between the mean differed pelvic floor muscle strength score and knowledge score in the 

experimental group at r =0.47 and p<0.001 level. The findings showed that knowledge 

had positive influence in improving the pelvic floor muscle strength. While there was no 

significant correlation noted in the control group. 
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 The findings of the study was supported by study conducted by Rosediani M et 

al. among 56 women where knowledge was found to be positively correlated with 

practice of pelvic floor exercises which promotes the strengthening of the pelvic floor 

muscles.
103

 

 

In a study conducted by Berzuk, Kelli among the 161 women aged 16 – 69 years 

where the knowledge and pelvic floor strength is correlated and it was found that low 

pelvic floor health knowledge associated with high prevalence of PFD. Further, as 

knowledge/awareness significantly increased following education, quality of life and 

pelvic floor strength also increased.
104

 

 

The above findings are supported by another study observation conducted by 

Kari Bo where the knowledge given from pelvic floor muscle training has significantly 

increased the pelvic floor muscle strength among the women. Similar observation was 

noted from study conducted by Jacomo et al where education of pelvic floor anatomy 

was provided to check its effect on the pelvic floor strength which showed that there was 

significant improvement in the pelvic floor muscle strength followed by the education.
105

 

 

Another study conducted by Hsia-Tzu Kao et al among the 177 women who were 

screened for pelvic floor muscle strength showed a significant positive correlation 

between the knowledge and pelvic floor muscle strength. The study recommended the 

need for education of the women regarding pelvic floor muscle strength and teaching of 

pelvic floor muscle exercises to significantly improve on the pelvic floor muscle 

strength.
106
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Statistical analysis had showed that there was significant difference between the 

post test scores among experimental and control group and hence the hypothesis NH2 

stated earlier that “There is no significant relationship between the mean differed 

knowledge with pelvic floor muscle strength among women with pelvic floor 

dysfunction in the experimental and control group” was not accepted for 

experimental group and accepted for control group. 

 

The fourth objective was to associate the mean differed gain score of pelvic floor 

muscle strength and knowledge scores with selected variables in experimental and 

control group 

Table 5.6.1 and 5.6.2 depicted the association between the mean differed gain 

score of pelvic floor muscle strength with the selected variables among women in the 

experimental group more than 30 years of age had better gain score than women younger 

than 30 years. Women above 30 years have understood the seriousness of pelvic floor 

dysfunction and might have performed pelvic floor exercises regularly. Women who had 

undergraduate education and more had reported to have more gain score than women 

with low education which showed that knowledge influenced the pelvic floor muscle 

strength as observed with correlation score.  

 

Women with monthly income of more than Rs. 11362 reported more gain score 

than women in low income level. Socio economic influence on performance of regular 

exercises noted with this observation. Women with one to two childbirths had more gain 

score than women with three or more childbirths. Women with more childbirth had weak 

pelvic floor muscle strength. 
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Women with birth spacing of 1-2 years had more gain score than women with 

less than one year spacing. Birth spacing was considered important in regaining the 

pelvic floor muscle strength between childbirths. Women with normal BMI had more 

gain score than overweight and obese women. Increased body weight weakens the pelvic 

floor muscle strength with more straining placed on the muscles. 

 

Women who had medical induction during last labour process had more gain 

score than women who had no induction. Women who had no induction might have 

strained a lot which would have weakened the pelvic floor muscle strength. Women with 

family history of pelvic floor dysfunction had more gain score than women without 

family history. Women might have taken seriously the risk as they have observed their 

family member suffer from the problem and would have had an influence. 

 

 The above findings were supported by univariate and multivariate analysis using 

unadjusted odds ratio with 95 % Confidence interval scores.  

 

Association of mean differed gain score of pelvic floor muscle strength with selected 

variables among women in the control group 

Table 5.6.1(c) showed that the association of mean differed gain score pelvic 

floor muscle strength with the selected variables among women in the control group who 

had family history of pelvic floor dysfunction had better gain score than women without 

family history and as discussed earlier family history would have improved their 

awareness towards the prevention. 
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Association of mean differed gain score of knowledge with selected variables among 

women in the experimental group 

 Table 5.6.2(a) depicted the association of knowledge gains scores, women more 

than 30 years of age had better gain score than women younger than 30 years. 

Observation was similar to that of the strength score as elder women might have 

understood the risk more. Women with undergraduate education and more had more gain 

score similar to that of strength score. Influence of education was clearly observed. 

 

 Women in joint family had more gain score than women in nuclear and extended 

family. Support from elders would have had an influence. Women with two childbirths 

had more knowledge gain score than other women. Women with planned childbirth had 

more knowledge gain about pelvic floor dysfunction. 

 

 Women with less than one year and 2 to 3 years of spacing between childbirths 

had more knowledge gain. Women with greater risk would have observed better to the 

education. Women with Normal BMI had more knowledge gain score than underweight 

and overweight women. Women’s attitude towards health might have had an influence 

on knowledge.  

 

 Women who had medical induction during last labour process had more gain 

score than women who had no induction. Association was found spurious. Women with 

babies of 3-4 kgs birth weight had more gain score compared with women with more 

than 4 kgs and less than 2 kgs birth weight baby. Association was found spurious. 
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 Women with family history of pelvic floor dysfunction had more gain score. 

Previous exposure towards the problem would have had an impact. 

 

 The above findings were supported by univariate and multivariate analysis using 

unadjusted odds ratio with 95% Confidence interval scores. 

 

Association of mean differed gain score of knowledge with selected variables among 

women in the control group 

 Table 5.6.2(b) depicted there was no significant association found with any of the 

variables with the knowledge gain score among women in the control group. 

 Hence the hypothesis NH3 stated earlier that “There is no significant 

association between the mean differed pelvic floor muscle strength and knowledge 

among women with pelvic floor dysfunction with selected variables in control 

group” was not accepted for above mentioned variables of experimental group and 

control group and accepted for other variables in the experimental and control group. 

 

The findings of the present study were supported by studies conducted by 

Krishna Rao B et al
 
where a cross sectional study was conducted among 1256 married 

women there was a statistically significant association found between age (p ≤ 0.001), 

occupation of the women (p ≤ 0.001), presence of urinary incontinence during pregnancy 

which disappeared after delivery (p=0.009) and occurrence of at least one type of pelvic 

floor dysfunction. Age, occupation and presence of symptom of urinary incontinence 

during pregnancy which disappeared after the delivery were reported as the independent 

predictor of symptoms of pelvic floor dysfunction when analyzed with multivariate 

logistic regression model.
10
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In another study conducted by Zizzi Pt et al among 128 women where the 

prevalence and risk factor association for pelvic floor muscle strength was studied it was 

found that type of birth and cohabitation with a partner, newborn’s weight, previous 

pregnancy, Urinary incontinence during pregnancy, and sexual activity showed an 

association with pelvic floor dysfunction. 
64

 

 

A study conducted by Katarina P et al among the 90 women with pelvic floor 

dysfunction showed significant associations with age, demanding job, body height, 

number of deliveries, sports activities, prolapse-caused gynecological surgeries, other 

gynecological surgeries and other gynecological diseases. 
78

 

 

The overall above findings of the study have clearly highlighted on the problem 

of the study the pelvic floor dysfunction among women and also proved that women 

require a structured training and awareness program where they should be trained on 

preventing and managing pelvic floor muscle dysfunction.  Women should be aware of 

the various risk factors and should be guided for prevention of the problem. The study 

findings are well supported by many literature and the study findings have also 

significantly added evidence to the literature and especially to the Indian context. 
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CHAPTER – 7 

SUMMARY, CONCLUSION, IMPLICATIONS, RECOMMENDATIONS  

AND LIMITATIONS 

 

The present study was aimed at evaluating the effectiveness of an interventional 

package on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction. 

 

7.1. SUMMARY 

 Pelvic floor dysfunction causes a lot of burden among the women and studies 

have showed a trend of increasing prevalence. Pelvic floor dysfunction can be easily 

prevented by women with improved awareness and by performing regular pelvic floor 

strengthening exercises. The major problem in India and other developing countries was 

the lack of awareness about the preventing measures and contributing factors of pelvic 

floor dysfunction. 

 

 Simple, yet effective, community based nursing interventions are very much 

needed to prevent women from encountering pelvic floor dysfunction which will 

significantly affect their quality of life. Keeping in view of this, the present study was 

designed and executed. 

 

The Statement of the Problem was: 

An experimental study to evaluate the effectiveness of an interventional package 

on pelvic floor muscle strength and knowledge among women with pelvic floor 

dysfunction at selected settings, Thiruvallur Dist. 
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The Objectives of the study were 

1. To assess and compare the pre and post test pelvic floor muscle strength and 

knowledge among women with pelvic floor dysfunction in the experimental and 

control group.  

2. To assess the effectiveness of interventional package on pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between 

experimental and control group. 

3. To correlate the mean differed knowledge score with pelvic floor muscle strength 

scores among women with pelvic floor dysfunction in experimental and control 

group. 

4. To associate the mean differed pelvic floor muscle strength and knowledge 

among women with pelvic floor dysfunction with selected variables in 

experimental group and control group. 

 

The Null Hypotheses formulated were 

NH1: There is no significant difference in the pre and posttest pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction between the 

experimental and control group at p < 0.05 

NH2: There is no significant relationship between the mean differed knowledge with 

pelvic floor muscle strength among women with pelvic floor dysfunction in the 

experimental and control group at p < 0.05 

NH3: There is no significant association between the mean differed pelvic floor muscle 

strength and knowledge among women with pelvic floor dysfunction with 

selected variables in experimental and control group at p < 0.05 
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 Women who were in 3 months to 1 year  post delivery status were screened in 26 

villages adopted by Omayal Achi Community Health Centre for the presence of pelvic 

floor dysfunction and all women who had pelvic floor dysfunction were chosen for the 

study which used true experimental study design , the experimental group received the 

intervention which consisted of video assisted teaching, demonstration and return 

demonstration regarding pelvic floor strengthening and control group had intervention 

after the study period of 8 weeks. The dependent variables studied were knowledge and 

pelvic floor muscle strength.  

 

 A total of 424 women were screened and 232 women were identified with pelvic 

floor dysfunction out of which 220 women became the final sample for the study with 

110 in each group. After establishing the validity, reliability and feasibility through pilot 

study for the tools the data collection for the study was conducted and the results were 

analyzed using both descriptive and inferential statistics.  

 

The major findings of the study were: 

• Among the 424 women screened in 26 villages 232(54.7%) of the women had pelvic 

floor muscle dysfunction. Urinary Incontinence was highly prevalent among 

193(82.4%) out of 232 women who had pelvic floor muscle dysfunction. 

• Women in the experimental and control group reported weak pelvic floor muscle 

strength with mean scores of 9.07 and 9.27 respectively. 

• Women in the experimental group reported good pelvic floor muscle strength in the 

post test with mean score of 15.81 while women in control group had mean score of 

9.52.  
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• There was significant improvement noted in all the components of pelvic floor 

muscle strength such as power, endurance, repetitions, fast contractions and timed 

contraction scores among women in the experimental group. 

• Women in both experimental and control group had low awareness regarding pelvic 

floor muscle dysfunction with mean scores of 4.60 and 4.77 respectively. After the 

intervention there was significant improvement in the awareness of women in the 

experimental group with mean score of 18.69.  

• There was a significant positive correlation observed after the intervention among the 

experimental group between knowledge and pelvic floor muscle strength showing 

that knowledge had high influence in improving the pelvic floor muscle strength.  

• Association of variables with mean pelvic floor muscle strength gain score among 

the experimental group showed that women 

� more than 30 years of age had better gain score than women younger than 30 

years 

� who had undergraduate education and more had reported to have more gain score 

� with monthly income of more than Rs. 11362 reported more gain score than 

women in low income level 

� with one to two childbirths had more gain score than women with three or more 

childbirths 

� with birth spacing of 1-2 years had more gain score than women with less than 

one year spacing 

� with normal BMI had more gain score than overweight and obese women 

� who had medical induction during last labor process had more gain score than 

women who had no induction 
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� with family history of pelvic floor dysfunction had more gain score than women 

without family history. 

• Association of variables with mean knowledge gain score among the experimental group 

women showed that women 

� more than 30 years of age  

� with undergraduate education and more  

� living in joint family  

� with two childbirths  

� with less than one year  

� with normal BMI  

� who had medical induction during last labor process  

� with babies of 3-4 kgs birth weight  

� with family history of pelvic floor dysfunction had more gain score. 

 

7.2 CONCLUSION 

Women are vulnerable for pelvic floor muscle dysfunction and the need for 

prevention was very well presented in the study. The simplest way of prevention is by 

using community based intervention which is simple and feasible for the women. The 

present study finally concluded that the interventional package was an effective strategy 

in improving the pelvic floor muscle strength and knowledge among women with pelvic 

floor dysfunction and hence will be a simple and effective intervention for utilization.  

Nurses can incorporate the education on pelvic floor muscle strength to women as they 

encounter them during their day to day practice. Hence the study recommends the 

utilization of interventional package by practicing nurses across various settings and 
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more specifically recommends to the primary health practitioners to create awareness 

using this above package.  

 

7.3 NURSING IMPLICATIONS 

The investigator has devised the following implications that may be vital for the 

community health nurse practitioners, community health nurse administrators, Nurse 

educators and nurse researchers. 

 

7.3.1 Community Health Nursing Practice  

Community health nurse practitioner can  

• provide the interventional package to improve the pelvic floor muscle strength 

among women. 

• integrate the interventional package into practice at all the community care 

settings. 

• provide the interventional package to improve the pelvic floor muscle strength. 

• educate the women about the pelvic floor muscle strengthening exercises to lead 

a quality life. 

• develop the best practice model for caring for women with pelvic floor muscle 

dysfunction with this interventional package. 

•  administer to women as a vital component of pelvic floor dysfunction at all 

levels of prevention. 

• communicate, counsel and advise women with pelvic floor muscle dysfunction to 

adhere to the interventional package to improve the strength of the Pelvic Floor 

Muscle. 
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• motivate the NGO’s to take part in promotion of pelvic floor muscle strength 

among women in rural and urban settings. 

•  mobilize the appropriate resources to disseminate the information among the 

nurses in the clinical settings. 

• organize a multi disciplinary practice committee to appraise the current practice 

of pelvic floor muscle strength among women and refine the necessary changes 

in nursing care interventions. 

• disseminate the information regarding the impact of interventional package on 

pelvic floor muscle strengthening to the entire population. 

 

7.3.2 Community Health Nurse Administration 

Community health nurse administrator can 

• integrate the pelvic floor muscle strength into the health educational protocol 

while teaching the post natal mother in various health care services settings. 

•  integrate together as comprehensive interventional package to reserve the 

resources while caring for the women with pelvic floor muscle dysfunction. 

• devise the algorithm to improve the pelvic floor muscle strength practice  in the 

rural and urban health care settings. 

• promote the inter sectoral co-ordination between the health department and social 

welfare department to improve the pelvic floor muscle strength among women 

through self help group and balwadi. 

• enhance the community participation for improving pelvic floor muscle strength 

among women through women’s organizations. 

• Corroborate the intervention with other nursing care measures like yoga, exercise 

can rendered in the rural and urban settings. 
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• organize a continuing nursing education program on pelvic floor muscle strength 

package among the primary care provider to impart knowledge about pelvic floor 

muscle strength. 

• empower primary care providers to focus on the pelvic floor muscle strength 

among women in the reproductive age group. 

• allocate the budget exclusively to converge the pelvic floor muscle strength 

programme among women welfare programme during camps and other special 

activities. 

•  provide cost effective health care services to the women by creating the standard 

interventional package as a module. 

• Organize a campaign programe in which all self-help group members and key 

personnel can perform the exercise to impact the women. 

 

7.3.3 Nursing Education 

The nurse educators can 

• incorporate of pelvic floor dysfunction in the undergraduate and postgraduate 

curriculum in which the importance of pelvic floor muscle strength among 

women may be emphasized. 

• organize seminars, workshop and symposium on pelvic floor muscle strength 

package among staff nurses. 

• select and organize the learning experience for students and novice nurses where 

in the knowledge will be enhanced about the pelvic floor muscle strength. 

• motivate the nursing staff to have more discussions on interventional package and 

its impact on pelvic floor muscle strength. 
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• incorporate the pelvic floor muscle strength components into their procedure log 

book and learning protocol. 

• organize the various teaching learning strategies to impose the importance of 

pelvic floor muscle strength like tableau, simulation and computer assisted 

learning. 

• bridge the gap between theory and practice relevant to the pelvic floor muscle 

strength among women in the educational and clinical context. 

• appraise the students in the context of pelvic floor muscle strength and its 

importance in improving and enhancing women welfare. 

• teach and demonstrate the assessment of pelvic floor muscle strength & 

dysfunction to utilize the interventional package in their day to day practice. 

• emphasize the need of nurse educator to execute the crash courses on pelvic floor 

muscle strengthening. 

 

7.3.3 Nursing Research 

            The nurse researcher can 

• lay the strong foundation to appraise the pelvic floor muscle strength of various 

obstetric condition among women. 

• create a website where the impact of pelvic floor muscle strength on pelvic floor 

dysfunction can be disseminated. 

• utilize the secondary analysis and meta-analysis to study about the pelvic floor 

muscle strength among women. 

• utilize the findings for validating the need for pelvic floor muscle strength 

interventional package for women. 
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7.4 RECOMMENDATIONS 

The study findings showed the effectiveness of interventional package on PFMS 

and knowledge among women and recommended the following: 

1. Interventional package may be utilized in the women welfare clinic of OACHC to 

improve the PFMS of women. 

2. Interventional package can be administered regularly to the women at our parent 

hospital Sir Ivan Stedford Hospital and it will be recommended to the other 

affiliated Health Care Institutions. 

3. Interventional package can be converged along with other patient care focused 

interventions and tested for its effectiveness among women. 

4. Comparative study to assess the effectiveness of interventional package among rural 

& urban women may be undertaken. 

5. Comparative study to assess the effectiveness of interventional package on PFMS 

among clients receiving health care services from government and private settings 

can be done. 

6. Qualitative study to assess the lived in experience of women with pelvic floor 

dysfunction can be carried out. 

7. Comparative study to assess the lifestyle determining the PFMS can be conducted 

among rural and urban women. 

8. A grand theory could be constructed to devise the women experience along with its 

relevant components about PFMS. 

9. Community engagement was an advantage thereby investigator recommends the 

education of community level workers on PFMS, so they can educate their women 

in the community. 
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7.5 LIMITATIONS 

1. The investigators had to spend a considerable amount of time to create trust and 

confidence for doing the PFMS using a per vaginal examination. 

2. Travelling to the rural villages was one of the challenges faced during the data 

collection period. 

3. Transporting equipment’s for per vaginal examination was tedious work. 
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2
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1- Principal, Arcot Sri Mahalakshmi College of Nursing, Arcot,  India.  

2- PhD Research Guide, Principal, Omayal Achi College of Nursing, Chennai, Tamilnadu,  

    India. 
 
Abstract 
Background: Women’s health is considered very important in many countries. 
One of the important aspects of women health is pelvic floor strength. Pelvic 
floor forms the core foundation of the lower body supporting the abdominal parts 
and also acts to maintain the continence of bowel and bladder both in male and 
female. When pelvic floor gets damaged due to any cause, the muscle strength 
gets weak which will lead to pelvic floor dysfunction. Prevalence of pelvic floor 
dysfunction was reported to be high among women in rural areas. Rural areas 
reported a prevalence of 44.2% (38.0 – 50.8 %). Community based nursing 
interventions are the need of the hour in managing the problem of pelvic floor 
dysfunction among women. 
 
Objective: The objective of the study was to evaluate the effectiveness of an 
interventional package on pelvic floor muscle strength and knowledge among 
women with pelvic floor dysfunction. 
 
Methods: Quantitative research approach with experimental design was used. 
A total of 40 women between 3 months post delivery to one year, with urinary 
incontinence, bowel incontinence, pelvic organ prolapse, pelvic pain or 
dyspareunia formed the samples, with 20 women each in the experimental and 
control groups. Random sampling technique was used - for selection of villages, 
lottery method; and for selection of samples, total enumeration technique was 
followed. Data was collected using structured interview schedule and modified 
oxford grading scale. 
 
Results: Both the data collection tools were found to be highly reliable. 
Statistical analysis of the background and clinical variables revealed 
homogeneity between the experimental and control group in the pre-test. The 
statistical comparison of the level of knowledge and pelvic floor muscle strength 
revealed that the experimental group  ‘Z’ value was3.42and 3.93 which showed 
a very high statistical significance at p=0.001. Positive correlation was identified 
between the level of knowledge and pelvic floor muscle strength, thus indicating 
that the interventional package was effective. 
 
Keywords – pelvic floor muscle, pelvic floor muscle strength, interventional 
package, knowledge, pelvic floor dysfunction. 
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Introduction 
Women’s health is considered the most important in many countries. Women are exposed to 

a lot of health risks due to various physiological changes happening within them. One of the 

important aspects of women’s health is pelvic floor strength
 [1]

. Pelvic floor muscle strength is 

required for proper functioning of the lower abdominal organs in women. Pelvic floor 

muscles help to keep the urine and feaces inside the bladder and rectum and prevent 

incontinence. Pelvic muscles strength helps women in experiencing orgasm during sexual 

intercourse. Any factor which weakens the pelvic floor muscle causes dysfunction in these 

major functions in women
 [2]

. 

 

When pelvic floor gets damaged due to any cause, the muscle strength gets weak which will 

lead to pelvic floor dysfunction. Pelvic floor dysfunction among women include a group of 

clinical conditions such as ‘urinary incontinence’, ‘fecal incontinence’, ‘pelvic organ 
prolapse’, ‘sexual dysfunction’ and ‘chronic pelvic pain’. These problems affect women’s 
health very badly and disrupt the quality of life in women as they get older

[3]
. 

 

The major contributing factors to pelvic floor dysfunction among women include increasing 

weight, pregnancy and childbirth, frequent lifting of heavy objects, having surgery or injury 

to pelvic floor and straining bowel patterns. Pregnancy and child birth have long been 

considered as risk factors in the genesis of pelvic floor dysfunction. The mechanical strain 

during delivery may give rise to partial denervation of the pelvic floor and injury to the 

muscle and connective tissue. The etiology is thought to be multifactorial. Traumatic damage 

to fascial and muscular support structures during childbirth may be an important contributor 

to the development of urinary incontinence and prolapse of pelvic organ
[4-8]

. 

 

An alarming nature of pelvic floor dysfunction was observed in the recent years and the 

projections are even worse. The prevalence rate of women experiencing any one of the pelvic 

floor dysfunctions amongst the women in United States was estimated to be 25.0% (95% CI 

23.6, 26.3). The prevalence included 17.1% (95% CI 15.8, 18.4) of women with moderate-to-

severe urinary incontinence, 9.4% (95% CI 8.6, 10.2) with fecal incontinence, and 2.9% 

(95% CI 2.5, 3.4) with prolapses
[9-10]

.  

 

The prevalence rates were found to be high across women in developed and developing 

countries. In India, studies have reported a prevalence rate of 21% with 19.02% of the women 

experiencing urinary incontinence and 1.99% experiencing pelvic organ prolapse. The 

prevalence of incontinence was found to be 18.6% in another study where the prevalence was 

reported in 12.5% of primi mothers as compared to 26.4% in multiple child births
[11]

. 

 

Prevalence of pelvic floor dysfunction was reported to be high among women in the rural 

areas. Rural areas reported a prevalence of 44.2% (38.0 – 50.8 %), the reason being that most 

of the women do a lot of heavy lifting activities and give birth to more number of children
[12]

. 

 

Community based nursing interventions are the need of the hour in managing the problem of 

pelvic floor dysfunction among women. Many interventions such as weight management, 

pelvic strengthening exercises, pelvic floor muscle training and behavioral therapy 

approaches are found to be useful in managing women with pelvic floor dysfunction. 

 

The present study used the preventive model of community based interventions of women 

who underwent child birth process and included components of awareness generation and 
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intensive pelvic muscle strengthening activities which would help to prevent the occurrence 

of pelvic floor dysfunction. 

 

The present study was conducted as a pilot study to know the feasibility of the study plan, 

intervention protocol and outcomes of the measurement tools.  

 

Objectives of the study   To study the feasibility of the interventional package on pelvic floor muscle strength and 

knowledge among women with pelvic floor dysfunction. 

 

Materials and Methods 

  

Research Approach: Quantitative Research Approach and Experimental design was 

adopted.  

 

Sample selection criteria 

 

Inclusive criteria: Women  who were willing to participate  in the study  who could understand Tamil   Between 3 months post-delivery to one year with pelvic floor dysfunction. 

 
Exclusion criteria: Women  who had undergone  pelvic floor exercise training programme  undergone any surgery in the pelvis  with Severe Medical and Surgical condition (Stroke, Colostomy)  with postpartum complication ( wound gaping, infection, cervical tear) 

 

Sampling technique: 55 villages adopted by the OACHC were divided into four zones 

(north, east, west south). Using a lottery method, 2 zones for experimental group and control 

group respectively were chosen. Total enumeration technique was used to select the samples. 

 

Variables 

Independent variable: Intervention Package comprising of video assisted teaching of 

anatomy and physiology of pelvic floor, meaning, causes and risk factors of pelvic floor 

dysfunction, types, signs and symptoms, diagnosis, treatment modalities on pelvic floor 

dysfunction, demonstration of pelvic floor muscle strengthen exercises  and importance of 

maintaining a healthy pelvic floor, demonstration  and  return demonstration of the  Pelvic 

floor muscle strengthening exercises which include Kegel exercises, Abdominal clams core 

stabilizer exercise, Bladder control spinal rotation exercise, Sideleg circles exercise, rolling 

knee step, push up exercise, bridging exercise, alternate arm pulses exercises. 

 

Dependent variable: Comprised Knowledge regarding pelvic floor dysfunction and 

assessment of pelvic floor muscle strength. 

 

Extraneous variables are age, education, type of family, monthly income, religion, type of 

occupation, type of work, food habit, number of child birth, birth spacing between kids, mode 

of child birth, number of vaginal delivery, number of LSCS, height, weight, weight gain 

during pregnancy, BMI, induction of labour, duration of second stage of labour, weight of the 
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baby, post natal period, history of perineal trauma, previous information about pelvic floor 

exercise 

 

Ethical considerations 

The study proposal and plan was granted formal ethical approval by the International Centre 

for Collaborative Research which is the official ethics review board of Omayal Achi College 

of Nursing. Consent was obtained from the Head of the institution, and the person in-charge 

of the Omayal Achi Community Health Centre (OACHC), and the village leaders. Written 

informed consent was obtained from the samples after clear explanation of the study purpose, 

type of data required, nature of commitments, participation, procedure and potential benefits, 

and the right to withdraw from the study at any point of time was also explained. 

Confidentiality of all personal details disclosed by the samples and full privacy was assured. 

Equality and justice was ensured by administering the intervention to the control group at the 

end of the post-test. 

 

Study setting 

The study was conducted in eight selected villages, Pandeswaram, Ekambarachatram,  

Kalaignar Nagar, Kallikuppam (experimental)and Karani, Karalappakkam, Kandigai, 

Keelkondaiyar, (control) from among the 55 villages adopted by the Omayal Achi 

Community Health Centre (OACHC). These villages are located at about 5 kms distance in 

geographically opposite directions from the Omayal Achi Community Health Centre. The 

total population of mothers - 3 months post-delivery to 1 year in each village was around 10 

to 20.  

 

Instruments  

The tool consisted of the following: 

 

Data collection tool 

Part A:Tool to assess pelvic floor dysfunction 

Part B: Demographic and clinical variables 

Part C: Assessment of knowledge using structured interview schedule. 

Part D: Tool to assess pelvic floor muscle strength 

 

Intervention tool 

Interventional package consisted of video assisted teaching, demonstration and return 

demonstration techniques used by the investigator to strengthen the pelvic floor muscle and 

improve the knowledge in women with pelvic floor dysfunction. It consisted of knowledge 

components and exercises.   Video assisted teaching included anatomy and physiology of pelvic floor, causes of pelvic 

floor muscle weakness, effect of pelvic floor muscle weakness, medical and surgical 

management, and prevention of complications and importance of maintaining a healthy 

pelvic floor    Exercise programme through video assisted teaching, demonstration and return 

demonstration on Kegel exercise, Abdominal Clams Core Stabilizer Exercise, Bladder 

Control Spinal Rotation Exercise, Side Leg Circles Exercise, Rolling Knee Step, Push Up 

Exercise and  Bridging Exercises  The interventional package was administered individually at their home and its total 

duration was about 30 minutes. Every woman was asked to maintain a daily chart to tick 

the column, if she performed the exercises and was sent messages through themobile 

phone as reminders to perform exercises. Reinforcement was given through the form of a 
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booklet and community level volunteers, identified by the investigator to reinforce the 

need to do regular exercises. 

 

Data analysis 

Descriptive statistics such as mean and standard deviation and inferential statistics such as 

Mann Whitney U-test, Wilcoxon signed rank test, Karl Pearson correlation co-efficient, 

Kruskal Walls H-test and chi square were used for analyzing the data. 

 

Results  

The reliability of the data collection tools was assessed using Test-retest and split half 

technique and the correlation coefficient r–value obtained was 0.88 for the knowledge 

questionnaire and 0.82 for the modified Oxford grading scale. These correlation coefficient 

values are very high and hence, these tools are reliable enough for assessing the effectiveness 

of pelvic floor muscle strength and knowledge among women at selected villages, Chennai. 

 

Table 1 showed that the posttest level of total score mean was increased after intervention in 

the experimental group and the rank test also shows a high statistical significant difference at 

p<0.001 level, which indicates that the intervention was effective in improving the 

knowledge about pelvic floor dysfunction. 

 

Table 2 showed that in the control group, the post test level of knowledge score about pelvic 

floor dysfunction was not increased and also the Z value shows no significant difference 

which indicates that without giving intervention, there was no difference in knowledge score.  

 

Table 3 revealed that there was a high statistically significant difference between the pre and 

post test score at p<0.001, which indicates that the interventional package on pelvic floor 

muscle strength was found to be effective. 

 

Table 4 revealed that there was no statistically significant difference between the pre and post 

test score in the control group   

 

Table1: Comparison of the Pre and Post test level of knowledge among women with 

pelvic floor dysfunction in the experimental group 

                 N=20 

S.No 
Domains 

Experimental group Wilcoxon 

Signed 

rank test 

Pretest Posttest 

Mean SD Mean SD 

1 General Information 0.85 0.93 3.25 0.97 
Z=3.75 

P=0.001*** 

2 Possible causes / Risk factors 0.70 0.73 3.65 1.04 
Z=3.10 

P=0.01** 

3 Signs and Symptoms 0.70 0.66 3.80 1.51 
Z=3.30 

P=0.001*** 

4 
Treatment of Pelvic Floor 

Dysfunction 
1.00 0.92 1.60 0.50 

Z=2.23 

P=0.03* 

5 
Pelvic floor muscle strength 

exercises 
1.40 0.80 5.35 1.44 

Z=3.92 

P=0.001*** 

 Total 4.65 2.67 17.65 2.70 
Z=3.42 

P=0.001*** 

   *** Very High Significance at   P≤0.001 
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Table 5 showed a positive correlation between the muscle strength and knowledge in 

experimental group. It indicates that if knowledge increases, the muscle strength increases. It 

concludes that if the woman has knowledge about pelvic floor dysfunction, she will practice 

the exercises regularly. Hence the muscle strength increases, whereas in control group there 

was no correlation between knowledge and muscle strength. 

 

Table 2: Comparison of the Pre and Postest level of knowledge among women with 

pelvic floor dysfunction in the control group 

      N=20 

Domains 

Control group Wilcoxon 

Signed 

rank test 

Pretest Posttest 

Mean SD Mean SD 

General Information 0.90 0.72 1.10 0.73 
Z=1.01 

P=0.37,N.S 

Possible causes / Risk factors 0.65 0.75 0.95 0.67 
Z=1.81 

P=0.07, N.S 

Signs and Symptoms 0.85 0.75 1.15 0.51 
Z=0.80 

P=0.44, N.S 

Treatment of Pelvic Floor Dysfunction 0.95 0.69 1.00 0.69 
Z=0.00 

P=1.00, N.S 

Pelvic floor muscle strength exercises 1.45 0.83 2.10 0.57 
Z=1.29 

P=0.19, N.S 

Total 4.70 2.49 6.30 1.82 
Z=1.70 

P=0.08, N.S 

   N.S= Not significant 

 

Table 3: Comparison of the pre and posttest level of pelvic floor muscle strength among 

women with Pelvic floor dysfunction in the experimental group 

                                                                                                                            N=20 

     *** Very high significant at   P≤0.001 

 

 

S.No. Domains 

Experimental    Group Wilcoxon 

Signed 

rank test 

Pre test Post test 

Mean SD Mean SD 

1 Power 02.30 0.57 03.25 0.64 
Z=3.34 

P=0.001*** 

2 Endurance 02.10 0.31 03.10 0.55 
Z=3.71 

P=0.001*** 

3 Repetitions 01.70 0.47 03.15 0.67 
Z=3.84 

P=0.001*** 

4 
Fast Contraction 

 
01.70 0.47 03.20 0.62 

Z=3.91 

P=0.001*** 

5 Every Contraction Timed 01.75 1.16 02.90 0.55 
Z=2.89 

P=0.001*** 

 Total 09.55 1.19 15.60 1.88 
Z=3.93 

P=0.001*** 
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Table 4: Comparison of pre and post test level of pelvic floor muscle strength among 

women with Pelvic floor dysfunction in the control group 

                                                                                                         N=20 

     N.S = Not significant 

 

Table 5: Correlation of the mean differed level of knowledge with pelvic floor muscle 

strength among women with pelvic floor dysfunction between experimental and control 

groups. 

                                                                                                             N=40 

Group Variables 
Mean 

difference 
SD 

Karl pearson 

correlation coefficient 

Experimental 
Knowledge 13.00 ±5.20 r=0.51 

p=0.01** Strength 6.05 ±2.37 

Control 
Knowledge 1.60 ±4.40 r=0.19 

p=0.22 , N.S Strength 0.60 ±1.72 

         ** High Significant at P≤0.01 

         N.S- Not Significant 

 

Discussion  

The main focus of this study was to test the reliability and feasibility of the data collection 

tools and intervention tool and its acceptability and effectiveness in enhancing the 

understanding of the women, and to practice regularly to improve the pelvic floor muscle 

strength and encouraging them to incorporate the specified, simple strategy to reduce the risk 

of pelvic floor weakness. Prolapse was not prevalent in our population. The results indicated 

that tools used -structured interview schedule and modified Oxford grading scale are highly 

reliable and appropriate for assessing the knowledge and pelvic floor muscle strength 

respectively. 

 

The pilot study also showed that the total enumeration technique that was used to select, the 

sampling technique based on the set inclusion and exclusion criteria were appropriate for 

sample selection. The method of administering the interventional package, the teaching 

methods selected and the proposed analytical measures were suitable for the study. The 

comparison within and between the groups showed that there was a statistical significance. 

The overall plan was effective, feasible and practicable to be applied in the main study. 

S.No. Criteria 

Control Group Wilcoxon 

Signed 

rank test 

Pre test Post test 

Mean SD Mean SD 

1 Power 02.05 0.51 2.15 0.49 
Z=1.00 

P=0.37, N.S 

2 

 
Endurance 02.15 0.59 2.20 0.62 

Z=0.57 

P=0.56, N.S 

3 Repetitions 01.95 0.60 2.15 0.60 
Z=1.29 

P=0.19, N.S 

4 
Fast Contraction 

 
01.80 0.62 1.95 0.60 

Z=1.08 

P=0.27,N.S 

5 

 
Every Contraction Timed 01.85 0.67 1.95 0.67 

Z=0.00 

P=1.00, N.S 

 Total 09.80 2.02 10.40 1.74 
Z=1.22 

P=0.22, N.S 
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Conclusion 

The pilot study on the effectiveness of interventional package on pelvic floor muscle strength 

and knowledge among women in the selected villages revealed a high prevalence of pelvic 

floor dysfunction with urinary incontinence as a predominant problem among the women in 

the rural areas. The Data collection tools used were reliable, feasible and appropriate to be 

applied to the samples in the main study and the intervention package was effective in 

significantly improving the muscle strength among women with pelvic floor dysfunction. The 

study findings also showed that among the rural people, knowledge was poor and pelvic floor 

muscle strength was low. The findings also proved that community based nursing 

interventions are effective in improving the pelvic floor muscle strength and knowledge 

among women with pelvic floor dysfunction. 

 

Source of support: NIL 

 

Conflict of interest: NIL 

 

Acknowledgement 
I extend my sincere thanks to Balwadi workers and key persons in the villages who helped 

me to identify the women for the study. Also thank all content validity experts from various 

institutions, my research assistant Ms.Girija B.Sc.(N) and Ms. Uthralakshmi B.Sc.(N) who 

helped me for data collection and  all the  women who participated in  this pilot study. 

 

References 

1. Herschorn S. Female pelvic floor anatomy: the pelvic floor, supporting structures, and 

pelvic organs. Rev Urol [Internet]. 2004;6Suppl 5(3):S2–10. Available from: 

http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1472875&tool=pmcentrez&r

endertype=abstract 

 

2. Marques A, Stothers L, Macnab A.The status of pelvic floor muscle training for 

women. Can UroAssoc J. 2010;4(6):419-424. 

 

3. Ellen Braatz PT, Erin Alft PT. PELVIC FLOOR HEALTH FOR WOMEN 

[Internet].APOPS. Available from: http://www.pelvicorganprolapsesupport.org/pelvic-

floor-health-for-women/ 

 

4. Memon HU, Handa VL. Vaginal childbirth and pelvic floor disorders. Women’s health 
(London, England). 2013;9(3):10.2217/whe.13.17. doi:10.2217/whe.13.17. 

 

5. S. Gene McNeeley. Pelvic Floor Disorders [Internet]. Merck Manuals Consumer Version. 

Available from: http://www.merckmanuals.com/home/women-s-health-issues/pelvic-

floor-disorders/pelvic-floor-disorders 

 

6. Pomian A, Lisik W, Kosieradzki M, Barcz E. Obesity and pelvic floor disorders: A 

review of the literature. Med SciMonit [Internet]. 2016;22:1880–6. Available from: 

http://www.ncbi.nlm.nih.gov/pubmed/27255341\nhttp://www.ncbi.nlm.nih.gov/pubmed/2

7255341 

 

7. Bezerra KC, Neto JAV, Bezerra LRPS, Karbage SAL, Frota IPR, Vasconcelos CTM, et 

al. Health Promotion to Patients with Pelvic Floor Dysfunction : An Integrative Review. 
2015;(March):155–62. 



ORIGINAL ARTICLE 

94                                     http://www.iccrjnr.com                              Volume 1; Issue 2; Jul - Dec 2016 

 

8. Bø K, Herbert RD. There is not yet strong evidence that exercise regimens other than 

pelvic floor muscle training can reduce stress urinary incontinence in women: A 

systematic review. J Physiother. 2013;59(3):159–68. 

9. Pomian A, Lisik W, Kosieradzki M, Barcz E. Obesity and Pelvic Floor Disorders: A 

Review of the Literature. Medical Science Monitor : International Medical Journal of 
Experimental and Clinical Research. 2016;22:1880-1886. doi:10.12659/MSM.896331. 

 

10. Redden T, Burgio KL, Richter HE, Alayne D, Carolina N, Hill C, et al. Prevalence and 

trends of symptomatic pelvic floor disorders in U.S. women. 2014;123(1):141–8. 

 

11. Wallace H&, Luber KM, Boero S, Choe JY. Herman & Wallace White Paper Female 

Pelvic Floor Dysfunction 2010 to 2050. 2010 

 

12. Krishna Rao B. Prevalence of Pelvic Floor Dysfunction among Married Women of Udupi 

Taluk, Karnataka, India. J Womens Heal Care [Internet]. 2015;04(03). Available from: 

http://www.omicsgroup.org/journals/prevalence-of-pelvic-floor-dysfunction-among-

married-women-of-udupitaluk-karnataka-india-2167-0420-1000236.php?aid=54900 

 

……………………………… 

 



 

www.tjprc.org                                                                                                                                                                         editor@tjprc.org 

 

COMPARISON OF MATERNAL AND FETAL OUTCOME AMONG OBESE  

AND NORMAL MOTHERS IN VIEW OF DEVELOPING MATERNAL OBESITY 

MANAGEMENT STRATEGY 

BABY SHOBANA N, VIJAYALAKSHMI. R & S. KANCHANA 

Omayal Achi College of Nursing, Chennai, Tamil Nadu, India 

ABSTRACT 

A comparative  study was done to assess the maternal and fetal outcome among obese and normal mothers in 

view of developing maternal obesity management strategy, 200 mothers who were in labour were grouped according to 

their BMI by purposive sampling technique, 100 normal mothers (BMI 18.5-24.9kg/m2) and 100 obese mothers    

(BMI ≥25kg/m2) at selected hospitals, Chennai.  The findings revealed that Obese women were about 6 times likely to 

develop PIH (OR – 6.37) and malposition (6.31), 2 times more likely to deliver by forceps application (OR – 2.69), 3 times 

of risk to deliver by vacuum extraction   (OR – 3.59), meconium aspiration (OR – 3.06) and prolonged wound healing    

(OR – 3.12). Maternal obesity in early pregnancy is strongly associated with a number of maternal and fetal outcomes. 

Hence the maternal obesity management strategy will create awareness among future mothers with obesity 
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  INFORMED CONSENT FORM 

 

 

I have been informed that Prof. Mrs.Vijayalakshmi.R Ph.D Scholar at                

Omayal Achi College of Nursing, is doing her research on the topic “An experimental study 

to evaluate the effectiveness of interventional package on pelvic floor muscle strength and 

knowledge among women with pelvic floor dysfunction at selected settings, Thiruvallur 

dist”.  I have been explained that the data collection for the study involves disclosure of my 

personal information regarding demography, clinical, obstetrical data and vaginal 

examination.  

 

I understand that my identity and all information disclosed by me will be kept 

confidential. I also realize that there are no risks associated and my participation in this study 

is entirely voluntary. I have also been informed that I may choose to discontinue my 

participation at any point if wish and will continue to be treated in the usual and customary 

manner. I realize that my anonymity will be maintained throughout the study. However, the 

data collected and the study proceedings may be audio or video recorded and used in nursing 

publication or presentations for the benefit of women. 

 

Any queries regarding my involvement in the study will be clarified by the 

investigator at any time. The study has been explained to me and I have understood the 

contents of the consent form. All my questions have been answered and hence I give my full 

cooperation and consent to participate in the study. 

 

If needed, I may contact the investigator,  

Prof. Mrs.Vijayalakshmi R  (Mobile No. 9840132303) 

 Ph.D Scholar, 

Omayal Achi College of  Nursing, 

Puzhal, Chennai-66. 

 

Name of the participant:                                                   Signature with date 

Name of the investigator:                                                 Signature with date 

Name of the witness:                                                        Signature with date 



xg;Gjy; gbtk;. 
(my;yJ) 

Kd; mwptpg;G xg;ge;j gbtk;. 
 

cikahs; Mr;rp nrtpypau; fy;Y}hpapd; rhu;gpy; KidtH gl;lg;gbg;G gapYk; 

NguhrpupaH jpUkjp.tp[ay\;kp. uh mtu;fshy; elj;jg;gLk; ,e;j Ma;tpy; vd;id 

gq;Nfw;f Nfl;Lf;nfhz;lij ehd; Vw;Wf;nfhs;fpNwd;. ,e;j Muha;r;rpahdJ ngz;fspd; 

MNuhf;fpaj;ij Nkk;gLj;Jtjw;fhd topKiwfis gw;wpa Muha;r;rp gbg;ghFk;.  

kw;Wk; vd;Dila Ra jfty;fs; Fwpg;ghf> jdp egu; jfty; gbtk;> kfg;ngW gpz;zdp 

kUj;Jt gpz;zdp Ma;T Fwpj;j gpz;zdp ,Lg;g[ js typikia fz;lwptjw;F ; jfty;fs; 

Nrfupf;fg;gLk; vd;gij ehd; mwpNtd;. 

vd;idg;gw;wp Nrfupj;j Ra jfty;fs; midj;Jk; ntspaplg;glhky; Ma;T 

Nkw;nfhs;sg;gLk; vd;gij ehd; mwpNtd;.  ,e;j Ma;tpd; %yk; vdf;F ve;j tpj 

ghjpg;Gk; Vw;glhJ vd;gjhy; ehd; ,e;j Ma;tpw;F kdg+Htkhf rk;kjpf;fpNwd;.  ehd; 

,e;j Ma;tpw;F kdg+u;tkhf rk;kjpf;fpNwd;.  ehd; ahUila fl;lhaj;jpd; ngaupNyh> 

tw;GWj;jypd; ngaupNyh Ma;tpy; gq;Ff;nfhs;stpy;iy vd;gijAk;> Njitg;gl;lhy; 

ehd; Ma;tpypUe;J tpyfpf;nfhs;sTk; vdf;F KO cupik cz;L vd;gij mwpNtd;.  

mt;thW Ma;tpypUe;J tpyfpf;nfhs;Sk;gl;rj;jpYk; vg;nghOJk; gpwiug; NghyNt 

elj;jg;gLNtd; vd;gijAk; mwpNtd;.  vd;idg;gw;wpa midj;J jfty;fSk; 

,ufrpakhf ghJfhf;fg;gLk; vd;gij mwpNtd;.  Njitg;gLk; NghJ Ma;tpd; 

KbTfs; nrtpypau; rhu;e;j gj;jpupiffspYk; fUj;juq;FfspYk; ntspapl KO 

rk;kjk; mspf;fpNwd; kw;Wk; Maptpd; KbTfs; nrtptop njhLKiwapd; %ykhfNth 

my;yJ glf;fhl;rpahfNth ntspapl;L vd; Nghd;w ngz;fs; gadila rk;kjpf;fpNwd;. 

Ma;tpidg; gw;wpa re;Njfq;fs; midj;Jk; Ma;thsuhy; jPu;j;J itf;fg;gLk; 

vd;gij ed;F mwpNtd;.  ,e;j Ma;tpidg;gw;wpa KO tpsf;fKk; vdf;F 

mspf;fg;gl;bUf;fpwJ.  ,e;j Ma;tpw;F Njitahd Nfs;tpfSf;F jFe;j gjpy;fis 

mspj;J Ma;tpy; KO kdJld; gq;Ff;nfhs;s rk;kjk; mspf;fpNwd;. 

Njitg;gLk;NghJ> ehd; Ma;thsiu  njhlHGf; nfhs;s> 

jpUkjp. tp[ay\;kp. uh  
njh. Ng. vz;: 9840132303) 
KJepiy gl;ljhup> 
cikahs; Mr;rp nrtpypau; fy;Y}hp> 
Goy;> nrd;id 600 066. 
 
gq;Nfw;gtupd; ngau;   :      ifnahg;gk; kw;Wk; Njjp 

Muha;r;rpahsupd; ngau;   :            ifnahg;gk; kw;Wk; Njjp 

rhl;rpapd; ngau;    :            ifnahg;gk; kw;Wk; Njjp 



SYMPTOMS CHECK LIST TO ASSESS THE PELVIC FLOOR DYSFUNCTION 

 

This survey has been designed to see if you are at risk of pelvic floor problems, 

and if so, to make sure your exercise program is pelvic floor safe. The survey will take 5 

minutes to complete and your answers will be confidential 

 

Code No.:                                                                                                       

S.No Types of pelvic floor dysfunction Yes No 

1 Lower urinary tract symptoms 

1. Urinary incontinence 

2. Urgency and frequency  

3. Slow or intermittent stream and staining 

4. Feeling of incomplete emptying 

  

2 Bowel symptoms 

1. Obstructed defecation   

2. Functional constipation 

3. Fecal incontinence 

4. Rectal/ anal prolapse 

  

3 Vaginal symptoms 

1. Pelvic organ prolapse 

2. Sexual Function 

� Painful intercourse 

� orgasmic dysfunction 

3. Pain  

� chronic pelvic pain 

  

 

 

 



DATA COLLECTION TOOL 

 

Dear Participant, 

        I Mrs. Vijayalakshmi R, Ph.D Scholar, would like to collect certain baseline 

details about you and assess your knowledge. I request you to feel free to express your 

symptoms which will be kept confidential and used only for this study purpose. If you 

have any doubts you can clarify and you are given the freedom of choice to participate in 

the study, even in the middle of study you are given full freedom to withdraw. I assure 

you that this study will not harm you. 

 

         Express your willingness to participate in the study titled “An experimental study 

to evaluate the effectiveness of an interventional package on pelvic floor muscle strength 

and knowledge among women with pelvic floor dysfunction at selected settings, 

Thiruvallur dist. and to provide necessary information and kindly accept the 

interventions. The information provided will be kept confidential and used only for this 

study purpose. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



STRUCTURED INTERVIEW SCHEDULE 

 

PART -1: DEMOGRAPHIC VARIABLES 

1. Age  (in Years) : 

 

2. Education 

a. No formal education  

b. Primary school 

c. Middle school  

d. High school 

e. Undergraduate 

f. Postgraduate and more 

 

3. Religion  

a) Christian 

b) Hindu 

c) Muslim 

d) Others (specify) 

 

4. Type of Family 

a) Joint Family 

b) Nuclear Family 

c) Extended Family 

 

5. Family monthly Income (in Rs per month )  

a. >30375 

b. 1518-30374 

c. 11362-15187 

d. 7594-11361 

e. 4556-7593 

f. 1521-4555 

g. <1520 

 



6. Occupational status 

a) Employed – full time 

b) Employed – part time 

c) Unemployed 

d) Daily labour 

e) Retired 

 

7. If employed, current employment status---------------------------- 

 

8. Type of Work 

a. Sedentary 

b. Heavy worker 

c. Moderately heavy worker 

 

9. Food Habit 

a) Vegetarian 

b) Ova Vegetarian 

c) Non – Vegetarian 

 

II Obstetrical Variable: 

 

1. Number of child birth  (G P L A S D) 

a. One 

b. Two 

c. Three 

d. More than three  

 

2. Birth spacing between two children ( Incase of Multi) 

 

 

 

 

 

 



3. Mode of previous child birth 

 1 2 3 4 5 

a. Normal Vaginal Delivery  

 b. Vaginal delivery with forceps instrument      

 c. Vaginal delivery with vacuum  instrument      

 d. Normal vaginal delivery with episiotomy      

 e. LSCS      

 g. VBAC 

 

4. No. of vaginal birth/LSCS 

a. One  

b. Two 

c. Three 

d. More than three 

 

III. Clinical variable: 

5. Height  = - - - - - - - - - - - - - (in cm) 

 

6. Weight during term/delivery - - - - - - - - - - - (in Kg) 

 

7. Weight gain during pregnancy - - - - - - - - - ( in Kg)   

 

8. Body  Mass Index(WHO) during pregnancy 

a) Underweight (< 18.5) 

b) Normal Range ( 18.5 – 24.9) 

c) Over weight ( 25 -29.9) 

d) Obese ( > 30 ) 

 

9. Induction of Labour 

a) Medical Induction 

b) Surgical Induction 

c) Both 

d) Nil 



10. Duration of First stage of Labour  --------------- 

 

11. Duration of second stage of  labour 

a) Less than One Hour 

b) More than One Hour 

 

12. Weight of the baby at birth 

a) < 2 Kg 

b)  2 – 3 Kg 

c) 3 – 4 Kg 

d) >  4 Kg  

 

13. Postnatal Period 

a) 3 – 6 months 

b) 7 – 9 months 

c) 10 – 12 months 

 

14. A. Any history of perineal trauma during vaginal delivery 

a. Yes 

b. No 

B. If yes, specify the degree of perineal trauma 

a. I degree 

b. II degree 

c. III degree  

 

III. Study specific Variable:  

1. A. Family history of pelvic floor dysfunction 

a) Yes 

b) No 

 

            B. If yes, specify the family relationship 

a) I Degree (maternal or paternal) 

b) II Degree 

c) III Degree 



             C) Specify the type of pelvic floor dysfunction 

a) Urinary incontinence 

b) Bowel incontinence 

c) Pelvic organ prolapse 

d) Pelvic pain 

e) Painful intercourse  

2. A) Previous source of the information regarding pelvic floor dysfunction  and 

pelvic floor muscle strength exercises 

a) Yes 

b) No  

       

 B) If yes, Specify 

a) Health care personnel 

b) Relatives 

c) Mass Media 

d) Others 

 

3. A. Are you doing any type of exercises 

a. Yes 

b. No 

B. If yes, Specify 

 

 

 

 

 

 

 

 

 

 

 

 



Section B: Structured Interview Schedule to assess the knowledge regarding Pelvic 

floor dysfunction and Pelvic floor muscle strength exercises. 

 

I. General Information: 

1. What is pelvic floor? 

a. Complex layer of tissues  

b. Complex layers of fibres  

c. Complex layers of muscles 

d. Complex layers of nerves   

 

2. What is pelvic floor dysfunction?                                                                                 

a. Unable to control the abdominal pain and vomiting                                         

b. Unable to control the urine and faeces 

c. Unable to control the discharge and bleeding form vagina 

d. Unable to control cough or sneeze 

 

3. What is the function of pelvic floor?  

a. Support the lower and upper abdominal organ 

b. Support the  lower abdominal organ 

c. Support the upper abdominal organ 

d. Support the pelvic and abdominal organs. 

 

4. How will be the pelvic floor muscle during the postnatal period? 

a. Wrinkled 

b. Rigid 

c. Soft, flabby and weak 

d. Consistent 

 

II. Possible causes / Risk factors: 

5. What is the common risk factor for pelvic floor dysfunction? 

a. Vaginal Birth 

b. Vaginal Examination 

c. Vaginal infection  

d. Vaginal Polyps 



6. How does the vaginal childbirth contributes to pelvic floor dysfunction? 

a. Prolonged first stage of labour 

b. Prolonged second stage of labour 

c. Prolonged third stage of labour 

d. Prolonged forth stage of labour 

 

7. When do you feel the risk of developing Pelvic flood dysfunction? 

a. Excess menstrual bleeding  

b. Scanty menstrual flow 

c. Previous trauma to the pelvic region 

d. Previous trauma to the abdominal region 

 

III. Signs and Symptoms: 

8.  What are the signs and symptoms of pelvic floor dysfunction? 

a. Leaking of serous fluid and sweat  

b. Leaking of blood and discharge  

c. Leaking of pus and mucus 

d. Leaking  of  urine and faeces   

 

9. How do you identify the pelvic floor dysfunction? 

a. Losing control of muscle coordination 

b. Losing control of urine and wind 

c. Losing control of  nerve coordination 

d. Losing control of  bone  strength 

 

10. How do you feel the symptoms of prolapse of pelvic organ in to the vagina? 

a. Feeling of heaviness, pulling and dragging 

b. Feeling of irritation and leaking  

c. Feeling of dryness and burning sensation 

d. Feeling of burning and leaking 

 

 

 



11. What is the common sign of women with pelvic floor dysfunction during cough or 

sneeze? 

a. Accidently leaking urine 

b. Accidently leaking white discharge 

c. Accidently leaking blood 

d. Accidently leaking serum 

 

12. How can we evaluate the function of pelvic floor muscle? 

a. History collection 

b. Ultrasonography 

c. CTG 

d. Manual technique 

 

13. Which device is used for assessing the pelvic floor contractions? 

a. Ultra sound 

b. Coloposcopy 

c. Perineometer 

d. Speculum examination 

 

D. Treatment of Pelvic Floor Dysfunction: 

14. How the pelvic floor muscle can be strengthened? 

a. By rest  

b. By heavy work  

c. By exercises 

d. By medication  

 

15.  What are the modalities used for treating pelvic floor dysfunction? 

a. Self care, vaginal cones and electrical stimulation 

b. Home  care, walking and dieting 

c. Medications and ointment 

d. Counselling and medications 

 

 

 



PELVIC FLOOR MUSCLE STRENGTH EXERCISES 

16. Why should women with pelvic floor dysfunction do exercises? 

a. To improve general strength 

b. To enhance their functioning capacity  

c. To be relieved from distress 

d. To improve pelvic floor muscle strength 

 

17. What types of exercises are advisable for pelvic floor dysfunction? 

a. Sit up exercises 

b. Deep breathing exercises 

c. Muscle strength exercises 

d. Circulatory Exercises 

 

18. What is one of the benefits of pelvic floor muscle strengthening exercises? 

a. To prevent abortion in future 

b. To prevent uterine prolapse 

c. To prevent abdominal hernias 

d. To prevent pelvic trauma 

 

19. How many times a day should the exercises to be performed? 

a. 5 -10 times 

b. 10 -15 times 

c. 15-20  times 

d. 20-25  times 

 

20. Which is the best time to perform pelvic floor muscle strength exercises? 

a. Afternoon after food only 

b. Before bedtime only 

c. Anytime of the day 

d. Only morning  

 

 

 

 



21. What advice the women should follow before and after exercises? 

a.  Not to drink water 

b. Not to eat 

c. Do Warm up and cool down exercises 

d. Empty the bladder 

 

22. What are the purposes of abdominal core stabilizers exercises? 

a. Protect the spine and prevent back pain 

b. Prevent hernia 

c. Strengthen the pelvic floor muscles 

d. Protect abdominal internal organs 

 

23. What are the benefits of spinal rotation exercises? 

a. Maintaining bladder control and preventing bladder weakness 

b. Prevent back pain 

c. Prevent muscle strain 

d. Protect the spine 

 

24. What are the advantages of Kegel’s exercises? 

a. Prevent hernias 

b. Prevent leucorrhoea 

c. Prevents bladder incontinence & bowel incontinence  

d. Regularises normal menstruation 

 

25. Kegel exercises are practiced by? 

a. Contracting the abdomen 

b. Contracting and releasing the urethra, vagina and rectal muscles 

c. Contracting thigh  muscles 

d. Lifting the leg up  and down  

 

 

 

 

 



DATE

0 1 2 3 4 5 0 1 2 3 4 5

Nil Ficker Weak Moderate Good Strong Nil Ficker Weak Moderate Good Strong

1

Power

(Measurement of 

Maximal Voluntary  

Contraction)

2

Endurance

(Length of Time)

3

Repititions

(No.of Repititions)

4 Fast Contraction

5

Every Contraction 

Timed

(Time & Record)

Signature of the Investigator

PERFECT ASSESSMENT FOR PELVIC FLOOR MUSCLE

Preassessment: Postassessment:

S.No Criteria
Grade

MONTH :

SAMPLE NO :

YEAR :AGE :NAME OF THE MOTHER :

Preassessment

Grade

Postassessment



Grade

0 1 2 3 4 5

Nil Ficker Weak Moderate Good Strong

1

Power

(Measurement 

of Maximal 

Voluntary  

Vontraction)

No discernible 

muscle contraction

A flicker or 

pulsation is felt 

under the 

examiner's finger

An increase 

in tension is 

detecte3d, without 

any discernible lift.

Muscle tension 

is further enhanced 

and characterised 

by lifiting of the 

muscle belly and 

also elevation of 

the posterior 

vaginal wall and an 

in-drawing of the 

perineum and 

anus.

Increased tension

and a good 

contraction are 

present which are 

capable of 

elevating the 

posterior vaginal 

wall against 

resistance.  

Strong resistance 

can 

be applied to the 

elevation of the 

posterior vaginal 

wall.

2 Endurance

(Length of Time) NoLonger One second 2 - 3 Seconds 4 - 5 seconds 6 - 7 seconds 8 - 10 Seconds

3

Repititions

(No.of 

Repititions) NoLonger One Time 2 - 3 Times 4 - 5 Times 6 - 7 Times 8 - 10 Times

4
Fast Contraction NoLonger

One Time 

Contraction 2 - 3 Contractions 4 - 5 Contractions 6 - 7 Contractions 8 - 10 Contractions

5

Every 

Contraction 

Timed

(Time & Record)

Assessment

CriteriaS.No

MODIFIED OXFORD PRFECT GRDING SCHEME



,e;j kjpg;gha;t[ jh’;fspd; ,Lg;g[ js gpur;rid kw;Wk; Mgj;J Fwpj;J mwptjw;bfd 

totikf;fg;gl;lJ/ kjpg;gha;it g{u;j;jp bra;a 5 epkplk; njitg;gLk; kw;Wk; c’;fspd; gjpy;fs; 

ufrpakhf itf;fg;gLk;/ 

 

,Lg;g[ js bray; ,Hg;gpd; mwpFwpfis fz;lwpa cjTk; gotk; 

 

tupir 

vz; 
tiffs; mwpFwpfs; Mk; ,y;iy 

1/  rpWePu; ghij 

mwpFwpfs; 

1/rpWePu; fl;Lg;gLj;j ,ayhik 

2/mtru kw;Wk; bjhlu;r;rpahd 

rpWePu; btspnaw;wk; 

3/bkJthf my;yJ tpl;L tpl;L rpWePu; 

btspnaw;wk; 

4/KGtJk; rpWePu; btspnaw;wg;glhj 

czu;t[ 

  

2/ Fly; mwpFwpfs; 1/kyk; fHpj;jypy; jil  

2/kyr;rpf;fy; 

3/kyk; fl;Lg;gLj;j ,ayhik 

4/tha[ fl;Lg;gLj;j ,ayhik 

  

3/ fUg;ig kw;Wk; 

gpwg;g[Wg;g[  ghij 

mwpFwpfs; 

1/ fUg;ig> rpWePpHig kW;Wk; Fly; 

mb ,wq;Fjy;. 

2. clYwtpd; NghJ gpwg;GWg;gpy; 

;typ 

3. cr;rfl;l czu;r;rp bray; ,Hg;G 

4. ePz;l fhy ,Lg;g[ typ 

  

  

 

 

 

 

 

 

 

,e;j kjpg;gha;t[ jh’;fspd; ,Lg;g[ js gpur;rid kw;Wk; Mgj;J Fwpj;J mwptjw;bfd 

totikf;fg;gl;lJ/ kjpg;gha;it g{u;j;jp bra;a 5 epkplk; njitg;gLk; kw;Wk; c’;fspd; gjpy;fs; 

ufrpakhf itf;fg;gLk;/ 

 



 M Kjd;ik gs;sp 

 , eLj;ju gs;sp 

 < cau;epiy gs;sp 

 C ,sq;fiy 

 C KJfiy kw;Wk; mjw;F nky; 

 

3 ,dk;-kjk; 

 m fpwp!;Jtu;;; 

 M ,e;J 

 , K!;yPk; 

 < ,jutif (Fwpg;gpLf) 

 

4 FLk;g tif 

m Tl;L FLk;gk; 

 M jdp FLk;gk; 

 , ePl;of;fg;gl;l FLk;gk; 

 

5 FLk;g khj tUkhdk;(&gha; khjj;jpy;)  

 m. ≥36997 

 M 18498-36996 

 , 13874-18497 

 < 9249-13873 

 c 5547-9248 

 C 1866-5546 

 v ≤1865 

 

6 bjhHpy;rhu; epiy 

 m/ KGneu ntiy 

 M/ gFjpneu ntiy 

 ,/ ntiyapy;yhik 

 </ jpdf;Typ 

 c/ Xa;t[{jpak; 

 

7. ntiyapy; ,Ug;gtu;fshapd;. jw;nghija ntiyapd; epiy 

 

8 czt[ gHf;ftHf;fk; 

 m/ irtk;  

 M/ irtk; kw;Wk; Kl;il 

 ,/ mirtk; 



 

kfg;ngW gpz;zdp 

1 FHe;ijfspd; vz;zpf;if 

m. xd;W 

 M. ,uz;L 

 ,.K:d;W 

 <. K:d;Wf;F nky; 

2 ,uz;L FHe;ijfSf;F ,ilapyhd ,ilbtsp 

 

3 FHe;ij gpwe;j Kiw 

 m. Rf gpurtk; 

 M. Rfgpurtk; kw;Wk; ,Lf;fp fUtp 

 , Rfgpurtk; kw;Wk; fhw;W fUtp 

 < mWit rpfpr;ir 

 

4 Rf gpurtk; - mWit rpfpr;ir vz;zpf;if 

 m xd;W 

 M ,uz;L 

 , K:d;W 

 < K:d;Wf;F nky; 

 

kUj;Jt gpz;zdp 

5 cauk;           (br/kP) 

6 gputrj;jpd; nghJ vil        (fp/fp) 

7 gputrj;jpd; nghJ Toa vil        (fp/fp) 

 

 

8. gputrj;jpd; nghjhd cly; ey FwpaPl;blz; 

 m Fiwthd vil (< 18.5) 

 M msthd tpfpjk; (18.5-24.9) 

 , mjpf vil (25-29.9) 

 < Fz;lhd ( ≥ 30) 

 

9 gps;isg;ngw;W typapd; bjhlf;fk; 

 m kUj;JtuPjpahd bjhlf;fk; 

 M/ mWit rpfpr;rpapyhd bjhlf;fk; 

 ,/ ,uz;Lk; 

 </ vJt[k; ,y;iy 

 



10 gps;isg;ngw;Wf;fhd ,uz;lhtJ epiyapd; fhy mst[ 

 m xU kzp neuj;jpw;Fk ; Fiwthd 

 M xU kzp neuj;jpw;Fk; nky;; 

 

11 gpwe;j FHe;ijapd; vil 

1.  < 2 fp/fp 

2.  2 – 3 fp/fp  

3. 3 – 4 fp/fp  

4. >  4 fp/fp  

 

12 FHe;ij ngw;Wf;F gpd;fhyk; 

1.  3-6 khjk; 

2.  7-9 khjk; 

3.  10-12 khjk; 

 

13 gpurtj;jpd; nghJ VnjDk; gpwg;g[Wg;g[ ghjpg;g[ 

 1.Mk; 

 2.,y;iy 

 Mk; vdpy;. gpwg;g[Wg;g[ ghjpg;gpd; msT 

 m Kjy; msT 

 M ,uz;lhk; msT 

 , K:d;whk; msT 

 

 

Ma;T Fwpj;j gpz;zdp 

1 m FLk;g gpz;zdpapy; ahnuDk; ,Lg;g[js gpur;ridapy; ghjpf;fgl;Ls;sduh?  

  1.Mk; 

  2.,y;iy 

 M Mk; vdpy; FLk;g cwT bjhlu;ghf Fwpg;gpLf 

1. Kjy; msT 

2. ,uz;lhk; msT 

3. Kd;whk; msT 

 , ,Lg;g[; js gpur;ridapd; tifia Fwpg;gpLf 

1. rpWePu; fl;Lg;gLj;j ,ayhik 

2. kyk; fl;Lg;gLj;j ,ayhik 

3.  ,Lg;g[;; cWg;g[;;  ,lk; bgau;jy; 

4. ,Lg;g[;; js typ 

5.  cly; cwtpd; NghJ typ  

 



2 ,Lg;g[ js bray;,Hg;g[ kw;Wk; ,Lg;g[ js jir typik gapw;r;rp gw;wpa Ke;ija K:yjfty;fs; 

VnjDk; mwpe;jpUf;fpwPu;fsh > 

1. Mk; 

2. ,y;iy 

 Mk; vdpy;. Fwpg;gpLf 

1. Rfhjhu Jiw egu; %ykhf 

2. cwtpdu;fs; 

3. Clf’;fs; 

4.  ,ju 

 

3 VnjDk; clw;gapw;rp bra;fpwPu;fsh >  

1. Mk; 

2. ,y;iy 

 

 

 

 

 

 

 

 

 

 

gFjp M 

,Lg;g[ js bray;,Hg;g[  kw;Wk; ,Lg;g[ js jir typik gapw;rp Fwpj;j mwpt[j;jpwid fzf;fpl 

fl;likf;fg;gl;l ml;ltiz-nfs;tpfs; 

bghJ jfty;fs; 

1. ,Lg;g[ jsk; vd;why; vd;d > 

1. rpf;fyhd mLf;Ffis bfhz;l jpRf;fs; 

2. rpf;fyhd mLf;Ffis bfhz;l ehu;fs; 

3. rpf;fyhd mLf;Ffis bfhz;l jirfs; 

4. rpf;fyhd mLf;Ffis bfhz;l euk;g[fs; 

 

2 ,Lg;g[js bray; ,Hg;g[  vd;why; vd;d > 

 1/ fl;Lg;gLj;j Koahj tapw;W typ kw;Wk; the;jp 

 2/ fl;Lg;gLj;j Koahj rpWePu; kw;Wk; kyk; 

 3/ fl;Lg;gLj;j Koahj ,uj;jnghf;F fytpfhy;thapypUe;J btspnaw;wk; 

 4/ fl;Lg;gLj;j Koahj ,Uky; my;yJ Jk;ky; 

 



3 ,Lg;g[ js gFjpapd; bray;ghL vd;d > 

 1fPH; kw;Wk; nky; tapw;Wg;gFjpapd; cWg;g[fis jh’;Fjy;; 

 2/ fPH; tapw;Wg;gFjpapd; cWg;g[fis jh’;Fjy;; 

 3/ nky; tapw;Wg;gFjpapd; cWg;g[fis jh’;Fjy; 

      4/ ,Lg;g[ js kw;Wk;  tapw;Wg;gFjpapd; cWg;g[fis jh’;Fjy 

 

4 ,Lg;g[js jirahdJ gpurtj;jpw;F gpwF vt;thW ,Uf;Fk;;> 

 1/ RU’;fp ,Uf;Fk; 

 2/ jplkhdjhf ,Uf;Fk; 

3/ bkd;ikahf bjh’;fpa kw;Wk; gytPdkhdjhf ,Uf;Fk; 

4/ rPuhdjhf ,Uf;Fk; 

 

rhj;jpa TWfs;  

5 ,Lg;g[ js bray; ,Hg;gpw;F   bghJthd rhj;jpa TWfs; vd;d >  

 m/  gpwg;g[Wg;gpd; tHpahf FHe;ij gpwg;g[ 

 M/ gpwg;g[Wg;ig nrhjid bra;tJ 

 ,/ gpwg;g[Wg;gpy; neha; bjhw;W 

 </  gpwg;g[Wg;gpy; fl;b Vw;gLjy; 

 

6 gpwg;g[Wg;gpd; tHpahf FHe;ij gpwg;g[ vt;thwhf ,Lg;g[ js bray; ,Hg;ig  

      Vw;gLj;JfpwJ> 

 m/  ePoj;j Kjy; fl;l gps;isngw;W typ 

 M/ ePoj;j ,uz;lhk;; fl;l gps;isngw;W typ 

 ,/  ePoj;j K:d;whk; fl;l gps;isngw;W typ 

 </  ePoj;j ehd;fhk;; fl;l gps;isngw;W typ 

 

7. ,Lg;g[ js bray; ,Hg;g[f;fhd rhj;jpa TWfs;  Vw;gLtij vg;nghJ czu;tPu;fs;> 

 m/  mjpf mstpshd khjtplha; nghf;F  

 M/ Fiwe;j mstpshd khjtplha; nghf;F 

 ,/  ,Lg;g[ gFjpapy; Kd;Tl;oa mjpu;t[ -fhak; 

 </  tapw;Wg; gFjpapy; Kd;Tl;oa mjpu;t[ -fhak; 

 

mwp Fwpfs; 

8. ,Lg;g[ js bray; ,Hg;g;pd; mwp Fwpfs; ahit> 

 m/ jput kw;Wk; tpau;it frpt[ 

 M/  ,uj;jf; frpt[ kw;Wk; jput btspnaw;wk; 

 ,/  rPH; kw;Wk; jput frpt[ 



 </  rpWePu; kw;Wk; kyk; frpt[ 

 

9. ,Lg;g[ js bray; ,Hg;ig vt;thW fz;lwptJ? 

 m  jir xUq;fpizg;g[;f;fhd fl;Lg;ghL ,oj;jy; 

 M rpWePu; kw;Wk; kyk; btspnaw;wj;Jf;fhd fl;Lg;ghL ,oj;jy;  

 ,  euk;g[; xUq;fpizg;;g[;f;fhd fl;Lg;ghL ,oj;jy; 

 <  vYk;;g[ typikf;fhd fl;Lg;ghL ,oj;jy; 

 

10. ,Lg;g[ js cWg;g[;fs; fytpf;fhy;tha;f;F ,lk;ngau;tij vt;thW mwptPu;fs;? 

 m mbg;gFjpapy; fdkhdfTk; ,Og;gJkhd czu;T 

 M mbg;gFjpapy; vupr;rYhl;lf;Toa kw;Wk; frpT Vw;gLjy; Nghd;w czu;T 

 , mbg;gFjpapy; cyu;e;j kw;Wk; vupr;rYhl;lf;Toa czu;T 

 < mbg;gFjpapy; vupr;ry; kw;Wk; frpt[nghd;w czu;t[ 

 

11. ,Lg;g[ js nray; ,Og;g[; cila ngz; ,Uk;g[;k; NghNjh my;yJ Jk;g[;k;NghNjh 

cz;lhFk; mwpFwpfs; vd;d? 

 m jw;brayhf rpWePu; frpT 

 M jw;brayhf bts;is frpT  

 , jw;brayhf ,uj;jf; frpt[ 

 < jw;brayhf jput frpt[ 

 

12 ,Lg;g[ js jirapd; bray;ghl;oid vt;thW fz;lwpayhk; > 

 m tuyhw;W nrfupg;g[ 

 M/ my;l;uhnrhndhfpuh`gp 

 ,/ CLfUtp   

 </ ifitj;J Muha;e;Jfz;lwpjy; 

 

13 ,Lg;g[ js typikia fz;lwptjw;F ve;j fUtp gad;gLj;jg;gLfpwJ> 

1. CLfUtp 

2. fUg;ig tha; Ez;nzhf;fp  

3. ngupdpNahkPl;lH 

4. ];ngf;Fyk; Ma;T 

 

Fzg;gLj;Jk; Kiwfs; 

14 ,Lg;g[ js jir gFjpia vt;thW tYg;gLj;JtJ> 

 m  Xa;t[ vLg;gjd; K:yk; 

 M/ fodkhf ntiy bra;tjd; K:yk; 

 ,  clw;gapw;r;rpapd; K:yk; 



 < kUe;J cl;nfhs;tjpd; K:yk; 

 

15 ,Lg;g[ js bray; ,og;ig rupbra;tjw;fhd Kiwfs; ahit> 

 m Raguhkupg;g[. bgz;QqUg;g[ Tk;g[ kw;Wk; kpd; mBKiw  

 M tPl;oy; guhkupg;g[ . eilgapu;r;rp kw;Wk; czt[fl;Lg;ghL 

 ,  kUe;J kw;Wk; fspk;g[[  

 < Mnyhrid kw;Wk; kUe;Jfs; 

 

,Lg;g[ js jirfis tY Cl;Lk;  gapw;;rpfs; 

16 ,Lg;g[ js bray; ,og;G bfhz;l bgz; Vd; ,Lg;g[ js jir tYt{l;Lk; clw;gapw;r;rp bra;antz;Lk;> 

 m bghJ typikia mjpfupf;f 

 M bray;jpwid mjpfupf;f 

 , Jd;gj;jpypUe;J tpLgl 

 < ,Lg;g[ js jirapid tYt{l;l 

 

17 ,Lg;g[ js bray; ,Hggpy; ve;j tifahd clw;gapw;r;rp mwpt[Wj;jg; gLfpwJ> 

 m/  mku;e;J ? vGjy; nghd;w clw;gapw;r;rp 

 M MH;e;j K:r;Rgapw;r;rp 

 ,/  jir tYt{l;Lk; gapw;r;rp 

 </  RHw;rp tifapyhd clw;gapw;r;rp 

 

18 ,Lg;g[ js tYt{l;Lk; clw;gapw;r;rpapdhy; cz;lhFk; xU ed;ik vd;d> 

 m/  tU’;fhyj;jpy; fUfiyg;ig jLf;f 

 M/ fUg;ig ig ,lk;bgau;jiy jLf;f 

 ,/  tapw;W Flypwf;fj;jpid jLf;f 

 </  ,Lg;g[ gFjpapy; cz;lhFk; fhak; nghd;wtw;iw jLf;f 

 

19 ehs; Xd;Wf;F vj;jid Kiw clw;gapw;r;rp bra;a ntz;Lk; > 

 m/  5- 10  Kiw 

 M/ 10-15 Kiw 

 ,/  15-20 Kiw 

 </  20-25 Kiw 

 

20 ,Lg;g[ js jiria tYt{l;Lk; clw;gapw;rp bra;a cfe;j neuk; > 

 m/ kjpa cztpw;F gpwF 

 M/ ,ut[ Jh’;f bry;Yk; Kd;g[ 

 ,/  ve;j neuj;jpYk; 



 </  fhiyapy; kl;Lk; 

 

21 clw;gapw;r;rpf;F Kd;du; kw;Wk; gpd;du; bgz;fs; filgpof;f ntz;oait vd;d> 

 m/  jz;zPu; mUe;j TlhJ 

 M/ czt[ cz;z TlhJ 

 ,/ thkg;  kw;Wk; rhe;jkhd clw;gapw;;rp 

 </  rpWePu;igia fhypahf itj;J bfhs;tJ 

 

22 tapw;wpd; ikag;ghfj;jpid epiygLj;Jtjw;fhd clw;gapw;r;rpapd; nehf;fk; vd;d> 

 m/  KJbfYk;g[ ghJfhg;g[ kw;Wk; KJFtypia jLf;f 

 M/ Flypwfj;jpid jLf;f 

 ,/  ,Lg;g[ js jirapid tYt{l;l 

 </  tapw;Wg;gFjpapd; cl;g[w cWg;g[fis ghJfhf;f 

23 KJF-jz;Ltl RHw;r;rp clw;gapw;r;rp ed;ikfs; vd;d> 

 m/  rpWeP;u;ig fl;Lg;ghl;il guhkupf;f kw;Wk; rpWePu;ig gytPdkiljiy jLf;f 

 M/ KJF typia jLf;f 

 ,/  jir mGj;jj;jpid jLf;f 

 </  KJbfYk;ig ghJfhf;f 

 

24 nffps;]; clw;gapw;r;rpapd; ed;ikfs; vd;d> 

 m/  Flypwf;fj;jpid jLf;f 

 M/ bgz; cWg;gpy; bts;is gLjiy jLf;f 

 ,/  rpWePu; ml’;fhik kw;Wk; kyk; ml’;fhikia jLf;f 

 </  khjtplha; RHw;r;rpia tud;Kiwg;gLj;j 

 

25  nffps;]; clw;gapw;r;rpia vtthW bra;antz;Lk;;> 

 m/  motapw;W gFjpia ,Wf;fp gpbj;jy;  

 M/ rpWePu; ghij kyk; fHpf;Fk; ghij nahdpgFjpia ,Wf;fp gplpj;jy;   

 ,/  bjhil jiria ,Wf;fp gpbj;jy; 

 </  fhy;gFjpapid nkYk; fPGkhf Jhf;Fjy;  

 

 

 

 



 

LESSON PLAN  

ON  

PELVIC FLOOR DYSFUNCTION 

& 

PELVIC FLOOR MUSCLE STRENGTH 

EXERCISES 

 



LESSON PLAN 

 

Topic    : Pelvic Floor Dysfunction and Pelvic Floor Muscle Strengthen Exercises   

Group  : Mothers between 3 months to 1 year post delivery  with Pelvic Floor Dysfunction. 

Time   : 25 - 30   minutes 

Place   : Rural villages 

Student Teacher : Investigator 

Method  : Lecture cum discussion 

Teaching Aid : Video assisted instruction and demonstration. 

 

Overall Objective: 

 On completion of the teaching, the women will have adequate knowledge regarding pelvic floor dysfunction and will be able 

to demonstrate pelvic floor muscle strengthen exercises. 

 

 

 

 

 

 

 



Specific Objectives: 

        At the end of teaching the women will be able to 

Identify  the  anatomy and physiology of  pelvic floor muscle 

State the meaning of  pelvic floor muscle dysfunction 

list down the causes and risk factors of pelvic floor dysfunction 

discuss  the  types of pelvic floor  dysfunction 

indicate the  signs and symptoms of a pelvic floor dysfunction 

enumerate  the diagnosis of a pelvic floor dysfunction 

brief about treatment modalities 

demonstrate  and  redemonstrate the  Pelvic floor muscle strength exercises 

 

 

 

 

 

 

 

 

 

 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

1 Introduction INTRODUCTION: Good Morning ! I am Vijalakshmi,Ph.D  Scholar 

from Omayal Achi college of Nursing, Chennai.I am going to discuss 

about  pelvic floor   dysfunction  and  pelvic floor muscle strengthen  

exercises.    

Lecture 

 

Listening 

2 

 

 

 

Identify the  anatomy and 

physiology of pelvic floor 

muscle 

 ANATOMY AND PHYSIOLOGY OF PELVIC FLOOR MUSCLE 

The pelvic floor is the complex layer of the muscles and ligaments. 

These  muscles are located  in the pelvis, and  stretch   from the pubic 

bone (at the front) to the coccyx or tail-bone (at the back) and from side 

to side. There are three openings in the pelvic floor, one for the urethra 

which carries urine from the bladder, one for the vagina (birth canal)and 

one through which the  bowel empties (anus). 

Because of its anatomical position, it plays a role in proper bladder, 

bowel and sexual function, childbirth, support  the pelvic organs, postural 

support and core stabilization of the trunk. 

It supports pelvic and abdominal organs. (while standing or straining) 

It helps the opening of the bladder to stay closed (while coughing 

sneezing or straining) 

It is used to control leakage of wind or motions from lower bowel. 

It helps to increase sexual awareness by tightening during intercourse.  

Lecture cu 

discussion 

 

Listening 

 

3 State the meaning of  pelvic 

floor muscle dysfunction 
MEANING OF  PELVIC FLOOR MUSCLE DYSFUNCTION 

It refers to the woman who are unable to control and  relax the pelvic 

floor muscle  with the complaints of urinary incontinence, bowel 

incontinence, pelvic organ prolapsed, pelvic pain or Dyspareunia, it is 

called pelvic floor dysfunction. 

Lecture cum 

discussion 

 

Listening 

 

4 list down the causes and risk 

factors of pelvic floor 

dysfunction 

CAUSES FOR PELVIC FLOOR DYSFUNCTION  

Most of the causes of pelvic floor dysfunction are unknown.  

� Traumatic injuries to the pelvic area, such as in an accident 

Lecture cum 

discussion 

 

Listening 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

� Complications from vaginal childbirth can contribute to this 

condition. These include women who have had: 

� multiple births 

� Increase weight of the uterus during pregnancy 

� instrumental births (using forceps or ventouse) 

� long second stage of  labour (over 1 hour) 

� severe perineal tear and  

� large babies (over 4Kg) 

� A history of back pain 

� Previous trauma to the pelvic region such as a fall  

� Ongoing constipation (i.e., regularly straining to empty your 

bowels) 

� A chronic cough or sneeze (e.g. due to asthma, smoking or 

hayfever) 

� Being overweight, or having a body mass index above 25 

� Heavy lifting on a regular basis - either at work or at the gym. 

5 Discus the types of pelvic floor  

dysfunction 
TYPES OF PELVIC FLOOR DYSFUNCTION 

• Urinary incontinence  (involuntary discharge of urine)    

• Fecal incontinence  (involuntary discharge of feces) 

• Pelvic organ prolapse,  (shift of organs such as bladder, uterus, 

and small intestine into or out of vagina)  

Lecture cum 

discussion 

 

Listening 

 

6 indicate signs and symptoms of 

pelvic floor dysfunction 
SIGNS AND SYMPTOMS OF PELVIC FLOOR  DYSFUNCTION  

� accidentally leaking urine when  do exercise, laugh, cough or 

sneeze 

� needing to get in to the toilet in a hurry or not making it there 

Lecture cum 

discussion 

 

Listening 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

in time 

� constantly needing to go to the  toilet 

� finding it difficult to empty  bladder or bowel 

� accidentally losing control of  bladder or bowel 

� accidentally passing wind 

�  heavy feeling in the pelvic  or bulge in the vagina or a feeling 

of heaviness, discomfort, pulling, dragging or dropping 

� may be felt as a bulge in the rectum or a feeling of 

needing to use their bowels but not actually needing 

to go 

• pain in  pelvic area and Muscle spasms in the pelvis 

• Pain or pressure in the vagina or rectum 

•  Painful intercourse for women 

7 describe the diagnosis of a 

pelvic floor dysfunction 
DIAGNOSIS OF A PELVIC FLOOR   DYSFUNCTION 

History collection The most important part of evaluating a patient with 

suspected pelvic floor dysfunction is a thorough medical history and 

physical examination, including an examination of the pelvic floor.  

 An important aspect of the history includes a thorough obstetrical (child-

bearing) history in women.  This should seek to identify a history of 

difficult deliveries, forceps deliveries, prolonged labor, and traumatic 

tears or episiotomies (controlled surgical incision between the rectum 

and vagina to prevent traumatic tearing during childbirth).  A thorough 

history of the patient’s bowel patterns, including diarrhea, constipation, 

or both, is also essential. Other key parts of the history include prior 

anorectal surgeries and the presence of absence of pain prior to, during, 

or following a bowel movement. 

Lecture cum 

discussion 

 

Listening 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

After a complete history and physical examination,  

�  (With Pelvic floor Risk assessment Scale)  

� Physical  examination - Using external and internal “hands-

on” or manual techniques (PERFECT Score)  to evaluate the 

function of the pelvic floor muscles, they can assess the ability to 

contract and relax these muscles. 

 

� Externally placed electrodes, placed on the perineum (area 

between the vagina and rectum in women) and/or sacrum (a 

triangular bone at the base of  spine) to measure whether they are 

able to effectively contract and relax the pelvic floor muscles. 

 

� Another way to measure pelvic floor contractions is with a 

perineometer, a small, tampon-like sensing device placed into 

the vagina or rectum. 

 

8 brief about treatment modalities TREATMENT MODALITIES  

 Treatments for pelvic floor dysfunction include: 

� Self care 

� Relaxation technique  

� Biofeedback 

� Vaginal cones 

� Electrical stimulation 

� Medication 

� Surgery  

1. Self-Care 

� Behavior changes, such as avoiding pushing or straining when 

urinating and having a bowel movement. 

Lecture cum 

discussion 

 

Listening 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

� Relaxing the muscles in the pelvic floor area overall is important.  

� Using methods such as warm baths at least twice a day is helpful 

 2. Relaxation techniques such as warm baths, yoga, and exercises. 

  

3. Biofeedback. This non-painful, non-surgical technique provides 

improvement in pelvic floor muscle. These include using special sensors 

and video to monitor the pelvic floor muscles as the patient attempts to 

relax or contract them. The therapist then provides feedback and works 

with the patient on improving their muscle coordination. 

 

4. Vaginal cones. These are small plastic cones that you put inside the 

vagina for about 15 minutes, twice a day. The cones come in a set of 

different weights. At first, the lightest cone is used. Women need to use 

her pelvic floor muscles to hold the cone in place. So, it helps to exercise 

the pelvic floor muscles. Once she can hold on to the lightest one 

comfortably and  then  move up to the next weight, and so on. 

5. Electrical stimulation uses a small probe inserted into the vagina or 

rectum to stimulate pelvic floor muscles, helping desensitize nerves and 

causing muscles to contract and  relax. Stimulation through electrodes 

placed on the body may calm pain and spasms. Different kinds of 

electrical stimulation devices are available , both for internal stimulation 

with a probe or for external stimulation, such as a transcutaneous 

electrical nerve stimulation (TENS) , to ease pain.  

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

Internal stimulation                        External stimulation 

 6. Medication. In some cases, physician may prescribe a low-dose 

muscle relaxant to deal with pelvic floor dysfunction. 

7. SURGERY 

� Physician determines the pelvic floor dysfunction is the result of 

a rectal prolapse or rectocele, surgery may be necessary. 

 

HOME EXERCISE (PELVIC FLOOR MUSCLE 

STRENGTHENING EXERCISES)  

� The goal of PFD therapy is to learn to control and, especially, 

relax the pelvic floor. 

� Therapists   will teach you techniques for use at home to build on 

the therapies they do in their clinics. 

�  This usually begins with general relaxation, stretching the leg 

and back muscles, maintaining good posture, and visualization—

part of learning to sense your pelvic floor muscles and to relax 

them.  

9 explain in detail about Pelvic 

floor muscle strength exercises 
PELVIC FLOOR MUSCLE STRENGTH EXERCISES 

Pelvic floor muscle exercises 

Pelvic floor muscle strengthening exercise is particularly beneficial in 

helping improve bladder and bowel control and pelvic floor 

muscle . Strengthening pelvic floor muscles will help actively support 

bladder and bowel. This improves bladder and bowel control and can 

reduce or stop leakage of urine and bowel motions. Like other muscles, 

the pelvic floor muscles become stronger with a regular exercise 

Video show watching 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

program. Pelvic floor muscle exercises are important for women. 

  The benefits of pelvic floor muscle exercises 

Pelvic floor muscle exercises can help with: 

� Improving  control over bladder and bowel function 

� Reducing  the risk of prolapsed ('sagging' of internal organs) 

� Better  recovery from childbirth and surgery  

� Increased  sexual sensation and orgasmic potential, and 

� Increased social confidence and quality of life. 

Video show watching 

 

  
DO’S AND DON’TS OF EXERCISES 

DO’S DON’Ts 

Do fit in fitness: Schedule 

“workout” in the planner. 

Make exercise a commitment 

Don’t get bored: Fitness routines should 

always be enjoyable. Exercise is a great 

stress-buster. Vary your workouts so that 

you enjoy exercising. 

Do warm-up and cool-down: 
A warm-up prepares the body 

for the activity to follow. 

Muscles perform better and are 

less prone to injury when they 

are warm. A warm-up can 

mean simply walking or 

marching for 5 to 10 minutes 

to raise the body’s core 

temperature. 

 

Don’t over-exercise: Too much, too fast, 

too soon are the main causes of injury. 

Over-exercising and under-exercising are 

both detrimental to health. 

 

 

 

 

 

 

 

 

Video show 

 

 

 

 

 

 

 

watching 

 



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

A cool-down lowers the body’s 

temperature, gradually. The 

last 5 to 10 minutes of the 

workout should be cool-down 

time. This allows the blood to 

return from the working 

muscles to the heart and for the 

body to return to its resting 

state 

Do start off at a moderate 

intensity: Gradually prepare 

the body to exercise without 

over-straining. Make sure the 

exercise program is structured, 

systematic and progressive. 

Don’t forget to breathe: Breathing is an 

important aspect of exercises while 

performing   exercises, you should exhale 

when you exert and inhale when you 

release muscular tension. 

 

Do stretch: A good time to 

stretch is immediately after an 

exercise session, while the 

body is still warm. Stretching 

prevents muscle soreness and 

increases flexibility. It also 

relaxes the muscles, mobilizes 

the joints and improves posture 

Don’t dehydrate yourself: Water loss 

due to perspiration and sweating needs to 

be replaced. Drink plenty of water before, 

after and during an exercise routine to 

prevent dehydration. 

Do consult a qualified 

trainer: Consult a trainer to 

help you with right form. Right 

technique will protect the 

joints and safeguard the body 

from exercise trauma; whereas 

wrong technique or jerky 

movements can cause injury. 

Focus on posture and keep 

DON'T Push an Injury: 

Listen to your body. If you feel pain, stop. 

Muscle and joint pain can mean many 

things -- pushing a small hurt can lead to 

big problems later on. If pain persists 

more than a few days, see a doctor. 
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your body properly aligned 

while exercising. 

 
 

  
How do activate pelvic floor muscles? 

1. Pelvic floor activation position: lie on the back side with the 

knees bent up. 

2. Squeeze the pelvic floor as though trying to stop peeing. Should 

feel belly button draw in towards  spine in an upwards lift. If this 

is being done correctly likely to feel a tightening sensation around 

bladder and vaginal opening. 

3. Tighten lower back muscles to form a flat spine and continue 

drawing everything in and up. Hold for 10 seconds. 

4. Repeat 10 times holding for ten seconds. 

Empty half your bladder and try to stop the urine flow.   

 

 

 

 

 

 

 

Video show 

 

 

 

 

 

 

 

watching 

 

  WARM UP EXERCISES 
 

Name Of The 

Exercises 

Steps 

1.March on 

the spot – 

keep going 

for 3 minutes 

� Start off marching on the spot and then march 

forwards and backwards. 

� Pump  arms up and down in rhythm with the 

steps, keeping the elbows bent and the fists soft.  

 

 

 

 

 

 

 

 

 

Lecture cum 

demonstration 

 

 

 

 

 

 

 

 

 

Observing 
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2. Heel digs – 

aim for 60 

heel digs in 

60 seconds 

� For heel digs, place alternate heels to the front, 

keeping the front foot pointing up, and punch 

out with each heel dig.  

� Keep a slight bend in the supporting leg. 

3. Knee lifts – 

aim for 30 

knee lifts in 

30 seconds 

� To do knee lifts, stand tall, bring up alternate 

knees to touch the opposite hand.  

� Keep the back tight and back straight.  

� Keep a slight bend in the supporting leg. 

4. Knee 

bends – 10 

repetitions 

 

� To do knee bends, stand with thefeet shoulder-

width apart and  hands stretched out.  

� Lower yourself no more than 10cm by bending 

your knees. 

�  Come up and repeat. 
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TYPES OF PELVIC FLOOR MUSCLE STRENGTHEN 

EXERCISE 

NAME OF 

THE 
EXERCIES 

PURPOSES ST

Abdominal 

 Clams 

Core 

Stabilizers 

Exercise 

 

� To strengthen 

their  

pelvic floor 

muscles 

� Tighten the pelvic floor muscles  

� Lie in a neutral spine position –  

i.e. with a flat back 

� Now tighten to feel the  

 belly button pull in towards the  

spine 

� Breathe out gently, but keep  

those core muscles engaged 

� Lift both feet off the floor and  

then hold 

� Stable  in this position, 

 open and close the top knee 

� Relax and Repeat , stop if   

any pressure or pain in lower  

back or hip area 

Bladder 

Control Sp

inal 

Rotation 

Exercise 

 

� To help 

establish a 

strong 

foundation of 

core pelvic 

floor muscles 

to assist in 

maintaining 

bladder 

� Lie down on side and  

straighten the bottom of the leg 

� Drop the right knee onto the  

floor and hold left hand  

on right knee and the  

right hand on forehead 

� Breathe in, setting up  

pelvic floor muscles 

Video show watching 
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control and 

preventing 

bladder 

weakness. 

� Breathe out and begin to roll  

elbow (from the arm touching  

the forehead) backwards,  

aiming to place elbow on 

the ground behind  

� Hold this position for 2  

in-and-out breaths. 

� Return to the start position 

� Relax and Repeat , then roll  

over and do the opposite side 

 

Side Leg 

Circles 

Exercise 
 

� To  strengthen 

their pelvic 

� Lie on the side in the neutral  

spine position. Turn those pelvic  

floor muscles on. 

� Breathing out first, lift top leg  

and draw 5 wide circles high up,  

breathe in, breathe out and repeat  

the circles in the opposite direction.  

The breathing here is really  

important and you need to  

concentrate on taking in and  

letting out those deep breaths. 

� Try to keep the  leg as straight  

as possible and draw widest  

possible circles with leg 

� Repeat all of the above with tiny  

circles in both directions.  

The smaller circles are going to  

make things harder, be gentle with  
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body and avoid any straining. 

� Turn over to repeat on the opposite  

side, now raising the other leg. 

� Ensure a constant neutral spine, 

 to avoid any pressure on the  

lower back. Also check the 

pelvic floor and core remain  

engaged to ensure while doing  

the exercise  correctly and getting  

the  maximum benefit. 

Kegel 

Exercise 

 Rolling 

Knee Step 
 

� To build up 

the pelvic 

floor muscles, 

this in turn 

helps maintain 

the strength of 

the muscles 

holding the 

bladder and 

bowel. 

 

 
� To ensure 

your pelvic 

floor muscles 

are strong and 

in good 

working 

order.  

� Lie on back with feet off the 

floor and knees bent up to  

right  angles. 

� Engage the pelvic floor muscles 

and ensure  spine is in the  

neutral  position. 

� Breathing out, begin to roll the  

pelvis and knees to the left, while 

 keeping  right shoulder on 

 the floor. 

� Breathe in and return the pelvis to  

the starting position, pause, and  

breath out. This time roll  

pelvis and knees to right, holding 

 the  left shoulder on the floor. 

� Aim to keep both shoulders flat on  

the floor as the pelvis rolls from  
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side to side. 

� Keep the  feet, knees and hips all  

rolling as one unit. Knees   

should stay at right angles to keep  

the pressure off the lower back,  

and don’t drop the  feet while  

performing the exercise. 

�  Maintain  a constant 

 neutral spine and that as always,  

the pelvic floor is activated.  

This exercise can also be done with  

some variations including using an  

exercise ball, resting the feet on  

a stool or as described above  

without additional support. 

Push Up  

Exercise  
 

� To  build 

pelvic floor 

muscles 

� Position the hands and knees with  

 hands turned  in  45 degrees. 

� Lower the back into the neutral  

position – not curved or sunken in, 

and switch those pelvic floor  

muscles on. 

� Brace pelvic floor and 

 abdominal muscles, holding  

that neutral spine. 

� Breathe out, then tip forwards on  

the knees, bending elbows  

outwards, dropping the chin on the 
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 floor in front  of the  fingers,  

breathe in and return  to start  

position. 

� Relax and repeat  

 

Bridging 

Exercise  
 

� To  strengthen 

their pelvic 

floor muscle 

� To prevent 

pelvic muscle 

elasticity 

� To regain 

bladder 

control 

� Start by lying on the back, feet  

hip width apart, knees bent up. 

� Engage the  pelvic floor muscles,  

breathing out, begin to roll your  

pelvis up off the floor, vertebra by  

vertebra, peeling  spine away  

from the floor in a smooth,  

co-ordinated fashion. 

� Hold at the top, breath in and  

return in reverse dropping chest,  

middle back then lower back to  

return to the starting position. 

Alternate 

Arm Pulses 

Exercise 

 

� To regain 

bladder 

control. To 

strengthen the 

pelvic floor 

(the muscles 

around the 

vagina, uterus 

and bowel)  

� To  

 

� Lie on your back with feet off  

the floor and hips and knees  

bent at right angles.Arms  

should be raised to about the height 

 of  knees and elbows should be  

slightly bent. 

� Set core muscles and engage the  

pelvic floor and assume a neutral  

spine position. Breathe freely  



S.NO. 
CONTRIBUTORY 

OBJECTIVE 
CONTENT 

INVESTIGATOR 

ACTIVITY 

CLIENT’S 

ACTIVITY 

compliment 

healthy 

lifestyle and 

reduce the 

associated 

incontinence. 

 

(no breath holding) and begin to 

 pulse  the arms up\down  

repeatedly in a small range. Move  

them as quickly as possible and try 

 to keep pulsing up for 60 seconds. 

 This is going to make tired  

pretty quickly so for the first few  

times just pulse  arms for as 

 long as you feel comfortable.  

� Be sure to keep the elbows  

slightly out to the side. Check for  

that flat back and engage those  

pelvic floor muscles before starting 

 each new set. 

 

Spinal 

Twist 

Exercise 

 

� To increase 

muscle tone 

and control 

over their 

pelvic floor 

with easy, 

moderate 

exercise and a 

healthy 

lifestyle. 

� Standing with hands on knees,  

with spine extended. 

� Breathing in, set pelvic muscles  

and while holding these tight,  

breathe out  and begin to rotate  

whole spine to left looking up over 

 left shoulder, sagging the lumbar  

and thoracic spine. 

� Return to start, take a breath and  

Straighten the spine. 

� Repeat on the opposite side. 
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Legends:Repeat 5 times, If you are experience any pain, pressure or 

discomfort in your lower back or hip area, stop your exercises 

immediately 

 

  COOL DOWN EXERCISES   

Goal: Cool down exercises after a workout to gradually relax, 

improve flexibility and slow your heart rate. This cool-down routine 

should take about 5 minutes 

 

Name Of The 

Exercises 

                                                     Steps  

Buttock 

stretch – 

hold for 

10 to 15 

seconds 
 

� To do a buttock stretch, bring knees up to chest.  

� Cross right leg over left thigh. Grasp back of left thigh 

with both hands.  

� Pull left leg toward chest. Repeat with opposite leg 

 

Hamstring 

stretch – 

hold for 

10 to 15 

seconds 

 

� To do a hamstring stretch, lie on your back and raise 

your right leg.  

� Keeping your left leg bent with your foot on the floor, 

pull your right leg towards you keeping it straight.  

� Don’t hold at the knee level. Repeat with opposite leg. 

 

 

 

 

 

 

 

 

 

Lecture cum 

demonstration 

 

 

 

 

 

 

 

 

 

Observing 
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Inner thigh 

stretch – 

hold for 

10 to 15 

seconds 

 

� For the inner thigh stretch, sit down with your back 

straight and bend your legs, putting the soles of your 

feet together.  

� Holding on to your feet, try to lower your knees 

towards the floor. 

Calf stretch –

 hold for 

10 to 15 

seconds 

� For the calf stretch, step your right leg forward, 

keeping it bent and lean forwards slightly.  

� Keep your left leg straight and try to lower the left 

heel to the ground.  

� Repeat with opposite leg. 

Thigh stretch 

– hold for 

10 to 15 

seconds 

 

� To do a thigh stretch, lie on right side. Grab top of 

left foot and gently pull heel towards left buttock to 

stretch the front of the thigh, keeping knees 

touching.  

� Repeat on the other side. 

  WARNING SIGNS 

• Increased fatigue 

• Muscle aches and pains 

 

Lecture cum 

discussion 

 

Listening 

 

  POINTS TO BE REMEMBER 

� Get into the habit of doing exercises during normal day to day 

activities.  

� Daily intensive exercise can strengthen pelvic muscles. 

Lecture cum 

discussion 

 

Listening 
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� Always tighten and contract pelvic muscles before coughing, 

sneezing, jumping or lifting. This can help prevent involuntary 

loss of urine, gas or stool or bulging down of pelvic organs. 

� Try to maintain weight within healthy limits. 

 

          Pelvic floor exercises are designed to strengthen the muscles. Each 

sphincter (vaginal, urethral, anal) should be exercised,  need to 

familiarize  with these muscles in order to contract them at will. If the 

pelvic floor is especially weak, it may be difficult to detect any muscular 

contractions at first.  

Suggestions on identifying  sphincters include 

• Vaginal – insert one or two fingers into the vagina and try to 

squeeze them. 

• Urethral – when  urinating, try stopping the flow in midstream. 

This should only be done to identify the sphincters. Do not do it on 

a regular basis. 

• Anal –Trying to stop yourself from breaking wind and squeeze 

tightly. 

10  CONCLUSION  

       Pelvic floor muscle strength  exercises   play an  important  role in 

preventing and improving pelvic floor dysfunction. Therefore the women 

should be provided with knowledge regarding pelvic floor muscle 

dysfunction and  pelvic floor muscle strength exercises to enhance 

women well being. 
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