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Abstract

Introduction and hypothesis Urinary Incontinence (UI) in
women is a condition that becomes more common with age.
Pelvic floor muscle training (PFMT) is recommended as a first
option of treatment for women with symptoms of stress uri-
nary incontinence (SUI), mixed urinary incontinence (MUI),
and for some with symptoms of urge urinary incontinence
(UUI). PFMT can be performed in groups, individually, and
at home, and there is no consensus as to which of the ap-
proaches is more efficient for the conservative treatment of
UL The objective was to perform a systematic review com-
paring the effects of group PFMT vs individual or home train-
ing in the treatment of women with UI.

Methods Cochrane’s recommendations for systematic re-
views were followed. The inclusion criteria were that the stud-
ies had been carried out in adult women who suffered from Ul
and who underwent PFMT in a group.

Results Ten studies that fit the criteria previously mentioned
were included in this systematic review. The meta-analysis
showed that there was no difference when comparing PEMT
in groups vs individual PFMT. However, when comparing
PFMT in groups vs PFMT at home, the group intervention
was more efficient in the treatment of UL

Conclusion PFMT is an efficient technique for the improve-
ment of the symptoms of female Ul. When PFMT was
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supervised by a physiotherapist, no significant difference
was noted when comparing group with individual approaches.
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Introduction

Urinary incontinence (UI) is defined by the International
Continence Society (ICS) as “any involuntary loss of
urine” [1]. This is a condition that becomes more com-
mon with increasing age, and it is more frequent among
women compared with men. According to global esti-
mates, in 2008 about 348 million people around the world
had had some type of UI episode; projections for 2018
indicate an increase of 21.6 %, which means that this
condition could affect up to 423 million people [2].

According to the symptoms, Ul can be classified into dif-
ferent types. The most frequent types are stress urinary incon-
tinence (SUI), in which urine is released involuntarily in situ-
ations of effort/stress; urgency urinary incontinence (UUI), in
which there is loss of urine associated with urgency; and
mixed urinary incontinence (MUI), in which loss of urine
occurs both with effort and urgency [3].

All types of UI have many effects on the activities of daily
life, sex life, social interactions, and the perception of health of
those who experience its symptoms. Some studies suggest that
MUI has the most impact on women’s quality of life [4, 5].

Among the possibilities for conservative treatments for U,
pelvic floor muscle training (PFMT) should be recommended
as a first option for the treatment of women with symptoms of
SUI, MUI, and for some with symptoms of UUIL. However,
more studies are still necessary regarding the effects of long-
term training [6].
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According to systematic reviews by Ferreira and Santos [7]
and Luginbuehl et al. [8], who analyzed the effectiveness of
PFMT, the protocols used in the studies are very different.
Despite the fact that strengthening the PFM is associated with
an improvement in the symptoms of UL, the studies, in gener-
al, used instruments with very different outcomes. Because of
that, it is not possible to confirm which PFMT program is
more effective. However, self-reports of improvement are
more consistent among women who underwent supervised
treatments than those who did the training with little or no
therapeutic supervision [9].

Regarding the form of intervention, PEMT with the goal of
treating Ul can be carried out in groups, individually or at
home, and there is no consensus as to which of the approaches
is more efficient for the conservative treatment of this symp-
tomatology [10]. This study therefore has the goal of
performing a systematic review comparing the effects of
PFMT in groups vs individuals or at home for the treatment
of women with UL

Materials and methods
Eligibility criteria

This study followed Cochrane’s [11] recommendations for
systematic reviews. It includes experimental studies (random-
ized and nonrandomized) published in national and interna-
tional journals. The inclusion criteria were that the studies had
been carried out in adult women who suffered from UI and
who underwent PEMT in a group.

Search strategy

The studies were selected from the following electronic data-
bases: PubMed, Scopus, and SciELO, from the first articles
published in the databases until June 2016. In addition, a man-
ual search was done of the references of published studies on
the subject. The complete search strategy used on PubMed can
be seen in Table 1. There was no restriction with regard to

language.
Selection of studies and data extraction

In the first stage of the selection, two authors—independently
and in duplicate—reviewed the title and the abstract of the
articles found with the search strategy. All the abstracts that
did not give sufficient information regarding the inclusion and
exclusion criteria were selected for the assessment of the com-
plete article. In the second stage, the same reviewers indepen-
dently assessed the complete articles and made their selection
in accordance with the eligibility criteria.

@ Springer

The same reviewers—independently and in duplicate—
extracted the data regarding the methodological character-
istics, interventions, and results of the studies, using a
standardized form. Disagreements were resolved by
reaching a consensus or by a third reviewer. The outcome
collected in the studies included was an improvement in
the UI with the use of group PFMT.

Risk of bias assessments

Two authors (LF and LLP) independently assessed the risk of
bias for the selected studies, considering the items established
by Cochrane [11] for assessing risk of bias in randomized
clinical trials: random sequence generation, allocation con-
cealment, blinding of participants, blinding of outcome as-
sessment, description of losses and exclusions, and
intention-to-treat analysis. For each item the answer must be
yes or no. Studies without a clear description of these items
were also included in the systematic review.

Data analysis

After data extraction, the possibility of performing a meta-
analysis with the studies using Review Manager 5.1 software
(Cochrane [11]) was verified. A confidence interval of 95 %
(CI 95 %) and p <0.05 were considered to be significant.
Statistical heterogeneity was assessed using the Chi-squared
and [-square (%) tests, where values above 25 and 50 % were
considered to be indicative of moderate and high heterogene-
ity respectively. Values approaching 75 % were considered to
be highly heterogeneous in the studies.

Results
Description of studies

Using the search strategy, 1,198 studies were found. For 12 of
these a detailed analysis of the entire article was carried out.
Ten [12-21] studies were found to fit all the inclusion and
eligibility criteria and were included in the review. Figure 1
shows the flowchart of the selected studies, Table 2 presents
the characteristics of these articles, and Table 3 presents the
risk of bias.

Of the 10 selected studies, 5 [12, 13, 16, 17, 21] compared
PFMT in groups vs individuals; 3 studies [14, 15, 18] com-
pared PFMT in groups vs at home; and 2 [19, 20] compared
PFMT in groups vs individuals vs controls. The exercise pro-
tocols used in the selected studies were very different.

The total number of participants in the 10 selected
studies [12-21] was 927 women and the mean ages in
the studies ranged from 42-60 years old. Six of the 10
selected studies [14, 15, 17, 19-21] included only women
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Table 1  Search strategy used on PubMed

1 “Pelvic Floor”[Mesh] OR “pelvic floor” OR “Floor, Pelvic” OR “Pelvic Diaphragm” OR “Diaphragm, Pelvic” OR “Diaphragms, Pelvic” OR “Pelvic
Diaphragms” OR “Pelvic Floor Muscles” OR “abdomino-pelvic musculature” OR “perineal musculature” OR “Perineum”[Mesh] OR “perineum”
OR “perineums” OR “Pelvis”[Mesh] OR “pelvis” OR “Pelvic Region” OR “Region, Pelvic” OR “perineal function” OR “pelvic floor contraction”

2 “Women”[Mesh] OR women OR woman OR “Women’s Groups” OR “Group, Women’s” OR “Groups, Women’s” OR “Women Groups” OR
“Women’s Group” OR “Pelvic Floor”[Mesh] OR “pelvic floor” OR “Floor, Pelvic” OR “Pelvic Diaphragm” OR ‘“‘Diaphragm, Pelvic” OR
“Diaphragms, Pelvic” OR “Pelvic Diaphragms” OR “Pelvic Floor Disorders”[Mesh] OR “pelvic floor disorders” OR “‘Disorder, Pelvic Floor” OR
“Disorders, Pelvic Floor” OR ““Pelvic Floor Disorder” OR “Pelvic Floor Diseases” OR “Disease, Pelvic Floor” OR “Diseases, Pelvic Floor” OR
“Pelvic Floor Disease” OR “Urinary Incontinence”[Mesh] OR “Urinary Incontinence” OR “Incontinence, Urinary” OR “Urinary Incontinence,
Urge”[Mesh] OR “Urinary Incontinence, Urge” OR “Urinary Reflex Incontinence” OR “Incontinence, Urinary Reflex” OR “Urinary Urge
Incontinence” OR “Urge Incontinence” OR “Incontinence, Urge” OR “Urinary Incontinence, Stress”[Mesh] OR “Urinary Incontinence, Stress”
OR “Urinary Stress Incontinence” OR “Incontinence, Urinary Stress” OR “Stress Incontinence, Urinary”

Pelvic, training
Pelvic floor muscle training
PEMT

3
4
5
6 1 AND 2 AND 3 AND 4 AND 5

PFMT pelvic floor muscle training

with SUI, 2 [12, 16] included women with SUI and UUI,
and 2 [13, 19] included any type of Ul

The methods used in the studies for assessing the function-
ality of the PFM were perineometry [19, 20], the Oxford Scale
[14, 15, 18], and the PERFECT Scheme [19, 20]. To quantify
urinary loss, the pad test [12, 14, 15, 17, 18, 20] was used.
Voiding diaries [12—16] were used for verifying urinary fre-
quency. For the analysis of impact on quality of life, the visual
analog scale [12, 21] was used in addition to the King’s Health
Questionnaire (KHQ) [14, 17, 19-21], International
Consultation Incontinence Questionnaire—Short Form
(ICIQ-SF) [18], and the Incontinence Quality of Life

Questionnaire (I-QOL) [15]. The Incontinence Impact
Questionnaire (IIQ-7, short form) [12] was used for analyzing
the impact of the treatment, and the symptom severity index
[12] was used for analyzing the severity of the symptoms in
the questionnaire.

PFMT in group vs individual PFMT

Five studies were eligible [12, 13, 16, 17, 21], which included
727 women with Ul, 494 in the group PFMT and 233 in the
individual PFMT group. Regarding the time of treatment per-
formed in the study protocols, it varied from 3 weeks to

|

Fig. 1 Flowchart of the selected
studies
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Table 3  Risk of bias analysis

Reference Generation of Allocation Participant Blinding of the Description of losses ~ Analysis of

random sequences  concealment  blinding outcome assessors  and exclusions he intention
to treat

Demain et al. [12] Yes No No Yes Yes No

Janssen et al. [13] No No No No Yes Yes

Konstantinidou et al. [14] No No No No Yes No

Zanetti et al. [15] Yes No No No No No

Lamb et al. [16] Yes Yes No Yes Yes Yes

Camargo et al. [17] No No No Yes Yes No

Felicissimo et al. [18] No No No No Yes No

Pereira et al. [19] Yes Yes No No Yes No

Nascimento-Correia et al. [20] No No No No Yes No

Soni et al. [21] No No No No No No

3 months, with a weekly frequency of 1 to 2 times and ses-
sions of 30 min to 1 h.

Two articles [13, 16] did not describe the protocols they
used. One article [12] reports that the protocol included rapid
and slow contraction beginning with five repetitions of each
type, 10 times a day, with a variety of starting positions. One
article [17] used two different protocols, one for the group
PFMT and another for individual PFMT. The group was told
to perform 10 x 5-s contractions, 20 x 1-s repetitions, and 3 x
10-s ones, followed by 5 repetitions associating MVC with
cough. The participants, who were supervised individually,
did 10 x 10-s contractions and 10 rapid contractions, alternat-
ing them, and 5 rapid contractions and 5 maintained ones,
associating these with a cough. One article [21] used the same
protocol for individual and group PFMT, varying the exercises
performed throughout the sessions. They began with contrac-
tions maintained for 3—5 s, evolving to 20 s, with 3 series of 10
repetitions up to 60 repetitions, recruiting the transverse ab-
dominal muscle, in different postures. The activities were su-
pervised by a therapist.

PFMT in groups vs PEMT at home

Three studies were selected [14, 15, 18], which included 125
women with Ul, 64 in the group PFMT group and 61 in the
individual PFMT group. The time of treatment performed in
the study protocols varied from 8 to 12 weeks, with a weekly
frequency of 1 to 2 times and sessions of 45 to 50 min.

Two articles [14, 18] described the position in which the
exercises were performed and did not provide the time period
for maintenance of contraction or the number of repetitions.
And one article [15] used a protocol with the following se-
quence of repetitions: 10 x 55,20 x 25,20 x 15,5 x 10s,
ending with 5 contractions while coughing. The exercises
were performed in the seated, standing, and supine positions.
The PFMT in groups was conducted under weekly

@ Springer

supervision and those carrying out PFMT at home only re-
ceived orientation.

PFMT in groups vs individual PFMT vs controls

Two studies were selected [19, 20], which included 75 women
with UI, 30 in the group PFMT group, 15 in the individual
PFMT group, and 30 in the controls. The time of treatment
performed in the study protocols varied from 6 to 12 weeks,
with a weekly frequency of 1 to 2 times and sessions of 1 h.

Two articles [19, 20] provided the positions used in the
protocols (supine, seated, lying down, and orthostatic); con-
tractions varied from 5 to 10 s, with double time for resting,
totaling 100 repetitions; in the second study, 10 contractions
were performed and maintained for 6 s, with double time for
resting, totaling 90 contractions. The PFMT in groups and
individual PFMT were performed under supervision and con-
trol PFMT received no orientation.

Risk of bias

Regarding the 10 articles selected for this review, 4 studies
[12, 15, 16, 19] had random sequence generation; only 2 stud-
ies [16, 19] concealed the allocation of participants; none of
the 9 studies [12-20] blinded the participants; and three [13,
17, 18] blinded the outcome assessment. Two studies [13, 16]
related to intention-to-treat analysis and 8 [12—14, 16-20] de-
scribed losses and exclusions. These results, the analysis of
the risk of bias, are shown in Table 2. Figure 2 shows that,
generally, the studies included in this systematic review had a
high risk of bias.

Results from the meta-analysis

Eight studies [12—18, 21] were used for the meta-analysis. Two
of the studies included [19, 20] could not be part of the meta-
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Fig. 2 Risk of bias analysis

Random sequence generation (selection hias) _
Allocation concealment (selection hias) _
Blinding of participants and personnel (performance hias) _

otner vios [

0% 25% 50% 75%

100%

| [ Low risk of bias

[Junclear risk of bias [l High risk of bias |

analysis because their methodological designs were too differ-
ent (PFMT in groups vs individual PEMT vs controls). Two
meta-analyses were performed, comparing: PEMT in groups vs
individual PFMT and PFMT in groups vs PFMT at home.

1. PFMT in groups vs individual PFMT

When performing the meta-analysis of the five studies
[12, 13, 16, 17, 21], we found no difference when com-
paring PFMT in groups with individual PFMT (p = 0.37).
In this sense, both approaches improved the symptoms of
Ul and this is probably because both forms of intervention
were supervised by a physical therapist. The statistical
heterogeneity tests indicated (Chi-squared =0.82 and I-
squared (I?) = 0 %) that there was no heterogeneity among
the studies (Fig. 3).

2. PFMT in groups vs PFMT at home

The meta-analysis of three studies [14, 15, 18]
showed that PFMT in groups had better results in
the treatment of Ul than PFMT at home (p =0.009),
that is, the intervention in a group supervised by a
physical therapist was more efficient at improving
the symptoms of UI. The statistical heterogeneity tests
indicated (Chi-squared =8.06 and I-squared () =
75 %) high heterogeneity among the studies. This
high heterogeneity could be considered to be clinical,
but we chose to ignore the heterogeneity, as we used a
method with fixed effects (Fig. 4).

In a general context, the studies included in this
systematic review found that both the PFMT in groups
and the individual PFMT are intervention strategies
that are efficient for the conservative treatment of Ul
in women. However, when analyzing the studies that
discussed PFMT carried out at home, without the su-
pervision of a physical therapist, the results obtained

were inconsistent, and more evidence for its effective-
ness in the treatment of Ul is necessary.

Discussion

This study was a systematic review comparing the effective-
ness of PFMT in groups vs individual PFMT vs PFMT under-
taken at home for the conservative treatment of female UL The
meta-analysis showed no difference when comparing PFMT
in groups and individual PFMT, as both were efficient in the
improvement of the symptoms of UL. However, when com-
paring group PFMT and PFMT at home, the group interven-
tion was more efficient in the treatment of UL

The assessment methods used by the studies were diverse,
including assessment of the functionality of PFM, the quanti-
fication of urinary loss, and the measurement of its impact on
the participants’ quality of life, applied before and after the
practice of PFMT individually/at home or in group. The as-
sessment of the integrity and functionality of PFM and asso-
ciated structures, such as the fascia and joints, is relevant as it
allows the verification of the woman’s ability to contract these
muscles, in addition to registering alterations occurring
throughout the therapeutic intervention [22, 23].

Generally speaking, the 10 studies [12-21] were aimed
at verifying the influence of PFMT on the conservative
treatment of female UI, comparing group and individual/
at home interventions, with and without supervision, and
with a control group. According to systematic reviews
performed by Hay-Smith et al. [9] and Dumoulin et al.
[24], PFMT may be recommended as a first option for
conservative treatment of women with SUI or in groups
of women with other types of UL

TMAP ingroup  individual TMAP Odds Ratio Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, R 95% CI M-H, Rand 95% CI
Camargo et al, 2009 18 30 20 30 11.8% 0.75[0.26,2.15)
Demain etal, 2001 17 20 18 19 2.3% 0.31[0.03,3.33]
Janssen, Janssen, Felling; 2001 178 313 61 101 62.4% 0.86 [0.55,1.37)
Lamh et al, 2009 94 111 54 63 17.1% 0.92[0.38,2.21) —
Sonietal, 2013 15 20 15 20 6.4% 1.00[0.24, 4.18] I
Total (95% CI) 494 233 100.0% 0.85[0.59, 1.22] ¢
Total events 322 168
Heterogeneity: Tau?= 0.00; Chi*= 0.82, df= 4 (P = 0.94); F= 0% 40 01 t t 1000:

Test for overall effect: Z=0.90 (P = 0.37)

0.1
individual TMAP  TMAP in group

Fig. 3 Improvement in urinary incontinence symptoms after training of the pelvic floor muscles in groups vs individual

@ Springer



358

Int Urogynecol J (2017) 28:351-359

TMAP ingroup  TMAP at home Odds Ratio 0Odds Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Felicissimo et al, 2010 20 29 21 30 711% 0.95[0.31, 2.89]
Konstantinidou et al, 2007 12 12 2 10  1.2% 85.00[3.61,2001.33] _
Zanetti et al, 2007 12 23 5 21 277% 3.49[0.96,12.75] |
Total (95% Cl) 64 61 100.0% 2.63[1.27,5.44] e
Total events 44 28
Heterogeneity: Chi®= 8.06, df= 2 (P =0.02); F=75% o1 oh o 100

Test for overall effect: Z= 2.60 (P = 0.009)

TMAP at home  TMAP in group

Fig. 4 Improvement in urinary incontinence symptoms after training of the pelvic floor muscles in groups vs at home

The treatment protocols applied to the studies included in
this systematic review advocate the implementation of an ex-
ercise program including voluntary contraction of the PFM
with the goal of improving muscular strength, resistance to
fatigue, and the coordination of this muscle group.
According to Ferreira and Santos [25], the increase in strength
secondary to the PFMT, which occurs during the first 6 to
8 weeks is predominantly neural, and hypertrophy is a slower
process, beginning at 6 to 8 weeks and possibly lasting for
years. Regarding the period of treatment, the selected studies
varied from 3 weeks to 3 months in the development of their
intervention protocols, with a weekly frequency of 1 to 2
times. According to the recommendations of the ICS, the ini-
tial treatment should last for 8 to 12 weeks before re-
evaluation and possible referral to specialists to verify if the
patient has improved [26].

The PFMT protocols applied to the studies analyzed here
varied with regard to the parameters of the period of mainte-
nance of contraction, the number of repetitions and series, the
period of rest between contractions and/or series, and the pro-
gression of the exercises. There was no consensus among the
protocols regarding the number of repetitions, but the studies
were based on the principles of muscle physiology, and the
parameters are low speed, sub-maximum contractions main-
tained from 6 to 8 s, and rapid contractions in 3 series of 8 to
12 contractions [27, 28].

Probably, the fact that this systematic review did not
find significant differences in the improvement of Ul
symptoms when comparing PFMT in groups and individ-
uals is due to the information and orientation given to the
participants regarding the function and activation of this
muscle group by therapists who supervised the activities.
This strategy may have contributed to the positive results
found in the group and individual PFMT groups that did
not occur in PFMT at home.

According to Hay-Smith et al., the practice of PFMT asso-
ciated with information that facilitates the understanding of
what to do and why allows the patients to understand that
PFMT is essentially a self-managed program and that the re-
sults depend on their active participation [29]. A study by
Berzuk and Shay also emphasizes the importance of knowl-
edge about the function of the PFM and its activation, identi-
fying a reduction in symptoms of PFM dysfunction and im-
provement in the quality of life of the participants [30]. Thus,

@ Springer

the results obtained in this study lead us to believe that the
success of any PFMT program depends on both the supervi-
sion of a therapist during the practice of the exercises and the
correct contraction capacity of this muscle group, whether the
treatment be conducted individually or in a group.

The biggest limitation of this systematic review was the
fact that the studies used very heterogeneous protocols and
instruments for the analyses of the outcomes, and also differ-
ent types of study where some presented low methodological
quality, which increases the risk of bias.

Conclusion

Despite the heterogeneity of the PFMT protocols and the great
variety of collection instruments that were used in the studies
analyzed in this systematic review, it was possible to verify,
through a meta-analysis, that PFMT is an efficient technique
for the improvement of the symptoms of female U, both in
groups and individually, and that there was no significant dif-
ference between the approaches. However, group PFMT can
treat more women for a shorter time and at a lower cost, which
makes it a viable choice for public health systems.

Compliance with ethical standards

Conlflicts of interest None.

References

1. Haylen B, Ridder D, Freeman RM, Swift SE, Berghmans B, Lee J,
et al. An international urogynecological association (IUGA)/interna-
tional continence society (ICS) joint report on the terminology for
female pelvic floor dysfunction. Int Urogynecol J. 2010;21(1):5-26.

2. Irwin DE, Koop ZS, Agatep B, Milsom I, Abrams P. Worldwide
prevalence estimates of lower urinary tract symptoms, overactive
bladder, urinary incontinence and bladder outlet obstruction. BJU
Int. 2011;108(7):1132-9.

3. Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten U,
et al. The standardization of terminology of lower urinary tract
function: report from the Standardization Sub-committee of the
International Continence Society. Am J Obstet Gynecol.
2002;187(1):116-26.

4. Lukacz ES, Whitcomb E, Lawrence JM, Nager CW, Contreras R,
Luber KM. Are sexual activity and satisfaction affected by pelvic



Int Urogynecol J (2017) 28:351-359

359

10.

11.

12.

13.

14.

15.

16.

17.

floor disorders? analysis of a community based survey. Am J Obstet
Gynecol. 2007;197(1):88.e1-6.

Dedicagdo AC, Haddad M, Saldanha MES, Driusso P. Comparagao
da qualidade de vida nos diferentes tipos de incontinéncia urindria
feminina. Rev Bras Fis. 2009;13(2):116-22.

Dumoulin C, Hay-Smith EJC, Mac Habée-Séguin G (2014) Pelvic
floor muscle training versus no treatment, or inactive control treat-
ments, for urinary incontinence in women. Cochrane Database Syst
Rev 5:CD005654

Ferreira M, Santos P. Pelvic floor muscle training programmes: a
systematic review. Acta Med Port. 2011;24(2):309—18.
Luginbuehl H, Baeyens JP, Tacymans J, Maeder IM, Kuhn A,
Lorenz R. Pelvic floor muscle activation and strength components
influencing female urinary continence and stress incontinence: a
systematic review. Neurourol Urodyn. 2015;34(6):498-506.
Hay-Smith J, Herderschee R, Dumoulin C, Herbison GP.
Comparisons of approaches to pelvic floor muscle training for uri-
nary incontinence in women: an abridged Cochrane systematic
review. Eur J Phys Rehabil Med. 2012;48(4):689-705.

Moroni RM, Magnani PS, Haddad JM, Castro RA, Brito LGO.
Conservative treatment of stress urinary incontinence: a systematic
review with meta-analysis of randomized controlled trials. Rev Bras
Ginecol Obstet. 2016;38(97):97—-111.

Higgins J, Green S. Cochrane handbook for systematic reviews of
interventions 5.0. The Cochrane Collaboration, 2011. Available
from www.handbook.cochrane.org

Demain S, Smith JF, Hiller L, Dziedzic K. Comparison of group
and individual physiotherapy for female urinary incontinence in
primary care: pilot study. Physiotherapy. 2001;87(5):235-42.
Janssen CCM, Lagro-Janssen ALM, Felling AJA. The effects of
physiotherapy for female urinary incontinence: individual com-
pared with group treatment. BJU Int. 2001;87(3):201-6.
Konstantinidou E, Apostolidis A, Kondelidis N, Tsimtsiou Z,
Hatzichristou D, loannides E. Short-term efficacy of group pelvic
floor training under intensive supervision versus unsupervised
home training for female stress urinary incontinence: a randomized
pilot study. Neurourol Urodyn. 2007;26(4):486-91.

Zanetti MR, Castro RA, Rotta AL, Santos PD, Santori M, Girdo
MIB. Impact of supervised physiotherapeutic pelvic floor exercises
for treating female stress urinary incontinence. Sao Paulo Med J.
2007;125(5):265-9.

Lamb SE, Pepper J, Lall R, Jorstad-Stein EC, Clark MD, Hill L,
et al. Group treatments for sensitive health care problems: a ran-
domized controlled trial of group versus individual physiotherapy
sessions for female urinary incontinence. BMC Womens Health.
2009;9(1):26.

Camargo FO, Rodrigues AM, Arruda RM, Sartori MGF, Girdo
MIJB, Castro RA. Pelvic floor muscle training in female stress uri-
nary incontinence: comparison between group training and individ-
ual treatment using PERFECT assessment scheme. Int Urogynecol
J.2009;20:1455-62.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Felicissimo MF, Carneiro MM, Saleme CS, Pinto RZ, Fonseca
AMRM, Silva-Filho AL. Intensive supervised versus unsupervised
pelvic floor muscle training for the treatment of stress urinary in-
continence: a randomized comparative trial. Int Urogynecol J.
2010;21:835-40.

Pereira VS, Correia GN, Driusso P. Individual and group pelvic
floor muscle training versus no treatment in female stress urinary
incontinence: a randomized controlled pilot study. Eur J Obstet
Gynecol Reprod Biol. 2011;159:465-71.

Nascimento-Correia G, Santos-Pereira V, Tahara N, Driusso P.
Effects of pelvic floor muscle training on quality of life of a group
of women with urinary incontinence: randomized controlled trial.
Actas Urol Esp. 2012;36(4):216-21.

Soni K, Soni H, Desai D, Shah C, Patel H. Randomized controlled
trial of group versus individual physiotherapy sessions for genuine
stress incontinence in women. Indian J Physiother Occup Ther.
2013;7(1):110-5.

Figueiredo EM, Cruz MC. Avaliacdo funcional do assoalho
pélvico feminino. In: Baracho E, editor. Fisioterapia aplicada
a satide da mulher. 5th ed. Rio de Janeiro: Guanabara Koogan;
2012. p. 231-41.

B K, Sherburn M. Evaluation of female pelvic-floor muscle func-
tion and strength. Phys Ther. 2005;85:269-82.

Dumoulin C, Hay-Smith J, Seguin GMH, Mercier J. Pelvic
floor muscle training versus no treatment, or inactive control
treatments, for urinary incontinence in women: a short version
Cochrane systematic review with meta-analysis. Neurourol
Urodyn. 2015;34:300-8.

Ferreira M, Santos P. Principios da fisiologia do exercicio no treino
dos musculos do pavimento pélvico. Acta Urol. 2009;26(3):31-8.
Abrams P, Andersson KE, Birder L, Brubaker L, Cardozo L,
Chapple C, et al. Fourth international consultation on incontinence
recommendations of the international scientific committee: evalua-
tion and treatment of urinary incontinence, pelvic organ prolapse,
and fecal incontinence. Neurourol Urodyn. 2010;29(1):213-40.
Bo K, Talseth T, Holme I. Single blind, randomised controlled trial
of pelvic floor exercises, electrical stimulation, vaginal cones, and
no treatment in management of genuine stress incontinence in
women. BMJ. 1999;318:487-93.

Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte
MlJ, Lee IM, et al. American college of sports medicine position
stand. Quantity and quality of exercise for developing and main-
taining cardiorespiratory, musculoskeletal, and neuromotor fitness
in apparently healthy adults: guidance for prescribing exercise. Med
Sci Sports Exerc. 2011;43(7):1334-59.

Hay-Smith J, Herderschee R, Dumoulin C, Herbison GP.
Comparisons of approaches to pelvic floor muscle training for uri-
nary incontinence in women. Cochrane Database Syst Rev.
2011;12:CD009508.

Berzuk K, Shay B. Effect of increasing awareness of pelvic floor
muscle function on pelvic floor dysfunction: a randomized con-
trolled trial. Int Urogynecol J. 2015;26(6):837—44.

@ Springer


http://www.handbook.cochrane.org

	Pelvic...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Eligibility criteria
	Search strategy
	Selection of studies and data extraction
	Risk of bias assessments
	Data analysis

	Results
	Description of studies
	PFMT in group vs individual PFMT
	PFMT in groups vs PFMT at home
	PFMT in groups vs individual PFMT vs controls

	Risk of bias
	Results from the meta-analysis

	Discussion
	Conclusion
	References


