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Abstract – This research aims to expose physiotherapists to an assessment of stress urinary 
incontinence (SUI) as well as potential avoidance functions of women with SUI. The aim of this study is to 
understand by analysing the published field studies the pelvic floor muscle structure and its implications 
for physical therapy. A number of databases have been scanned for publications dealing with SUI 
physiotherapy, including the Cochrane Bibliothèque, Medline and CINAHL. The papers in our datasets 
indicate that greater development in SUI occurs while women undergo at least three months of controlled 
exercise. If the practise regimen is focused on such principles such as strength, durations, physical 
tasks and the place where the workout for pelvic floor muscles is carried out, the efficacy of the 
physiotherapy therapy is enhanced. Clinically helpful and appropriate methods for certain women with 
SUI may even be biofeedback and electric stimulation. We agreed that each patient can personalise his or 
her physiotherapy schedule and provide traditional physiotherapy procedures. 
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1. INTRODUCTION 

Urinary incontinence (UI) is a "unintended leakage of 
urine that is scientifically a demonstrable social and 
hygienic epidemic" in the International Continence 
Society. There are three major types: stress, 
compulsion, and mixed urinary incontinence. 

Stress URI is a complaint of unintended exertion or 
exertion leakage or sneezing or coughing. The strain 
of the intra-abdominal sphincter during the work or 
exercise is strong and the urethral sphincter cannot 
keep up the pressure on the bladder. Throughout 
daily activities such as raising, laughter, humping, 
sneezing or coughing, urinary leakage is then 
recorded. 

Urgent urinary incontinence (UUI) is a complaint of 
involuntary discharge or of urgency. The bladder 
contracts abnoramically during bladder loading, 
creating a feeling of urination that is gradually greater, 
and is quite difficult to avoid. Overactive bladder 
syndrome (OAB), an impulse, frequency and nocturia 
symptom with and without UUI, can be linked to the 
UUI. 

Finally, the complaint of spontaneous bleeding, linked 
to urgent exertion, stress, sneezing and coughing, is 
a combined urinary incontinence (MUI). 

UI is a dangerous medical disorder not only because 
it can produce rash perineal, pressure ulcers and 
urinary tract infections, but also because it is a 
psychological phenomenon that can create 

embarrassment and derogatory view. UI has been 
shown to limit social and physical experiences and is 
linked to ill fitness, emotional and mental health 
impairment, impairment in sexual interactions, 
reduction in life satisfaction and depressing 
symptoms. Usually women with UI are absent and 
are isolated from group events in the long run. The 
danger is also present, especially for elderly people 
with UI, of access to a nursing home. 

UI in the United States affects over 20 million 
individuals and the incidence of UI in women varies 
from 26–46%. UI expenditures are substantial 
economically in the United States, representing more 
than $16 billion annually. Subak et al. also estimated 
that women living in the city invest about $750 
annually on incontinence treatment. Physiotherapists 
have been engaged in therapeutic IT control for 
people, when the presupposing underlying 
impairments (i.e. diminished pelvic floor muscle 
power and/or stamina, reduced urinary irritant 
awareness) fall beyond the parameters of the 
Physiotherapy Guide. There is an increasing 
imperative to consider the effect on the UI signs, 
disabilities and physical deficiencies of women with 
physiotherapeutic treatments. This essay aims to 
open physiotherapists to an assessment of SUI and 
its care and potentially prevention roles for women 
with SUI. 

Admitting a higher percentage of women with SUI to 
physiotherapeutic clinics persuaded us that 
physiotherapy treatments relate to the treatment of 
this disease to a certain degree, at least 
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mechanically. A recap of a number of category, 
including pelvic floor anatonomy and mechanism, 
pathophysiology, the therapeutic methods used in 
SUI physiotherapy, the preventive function of muscle 
pelvic flooring (PFM), and some barriers to effective 
physiotherapy results, may help physiotherapists 
learn how SUI can be trolled together to improve the 
quality of life of a pelvic floor. Though a variety of 
physiotherapies have been suggested for patients 
with SUI, the efficacy of the physiotherapy modalities 
is not uncertain and controversial enough, in 
particular because of the various treatment methods. 
Uncertainty and some potential obstacles to SUI 
treatments led to a storyline assessment that may 
have been of concern to SUI patients management 
physiotherapists. Therefore the re-cent physiotherapy 
therapies for SUI women is analysed in the current 
analysis report. In particular, our key objective was to 
examine strategies for exercise therapy to improve 
the pelvic floor muscles primarily controlling 
continuity. 

2. METHODS 

Searched to find publications dealing with SUI 
physiotherapy included a number of sources, 
including Cochrane library, Medline and CINAHL. The 
search technique included a compounding of 
physiotherapy, including physiotherapy, pelvic floor 
muscles, pelvic muscles, pelvic floor muscles, 
biofeedback, electrical stimulation, urinary tension, 
women and women. This is a narrator analysis, and 
our experience gave us the freedom to select the 
associated good quality facts. We were confident that 
the key answers to our query will be found. 

3. RESULTS AND DISCUSSION 

3.1 Anatomy of the pelvic floor and mechanism of 
incontinence 

In the composition of the pelvic floor, the consistency 
mechanism is incorporated. The pelvic floor consists 
of muscles striated and arranged into a plate in the 
form of a dome. These muscles are known as deep 
or shallow in the pelvic floor. Bladder, womb and 
rectum shield the pelvic floor fascia and tissues. 
Levator ani (LA) and ischiococcygeus is a strong 
pelvic ground muscle. Three bowels are present: 
iliococcygeus, pubococcygeus and puborectal 
bowels. It forms a horizontal shelf or ham mock, 
crosses the iliococygeal and the pubococcygeal 
muscles and then sticks to the ischial background 
and Arcus tendineus fascia laterally. The puborectale 
muscle is formed from either the pubic bone of the 
rectum and is extended to the rectum, which 
connects to the vagina, urethra and rectum walls, into 
sling or U shape (Fig. 1). 

 

Fig 1: Levator ani muscles 

The perineal body is attached to pelvic muscles and 
sphincters. This involve the LA's anterior fibres, 
perineal superficialis and depth, bulbospongiosus, 
external anal sphincters, and urinary sphincter fibres 
(Fig. 1). The LA and the coccygeal muscles collective 
with the underlying fascia are called the pelvic 
diaphragm. The pelvic floor plays a significant role in 
terms of the stability of the core muscles although it is 
not well debated. The heart of the muscles is 
classified as the stomach, lumboral, skeletal, and hip 
muscles, diaphragm and pelvic floor muscles of the 
trunk. The pelvic floor is essentially the centre floor. 

The opening of urogenital hiatus between the 
lymphocytes, urethra, vagina and rectum. The 
urogenital hiatus is supported previously by the 
adrenal bones and LA and subsequently by the 
perineal membrane and external study. 

The perineal membrane is a thick triangular 
membrane under the latter with a central gap that 
passes between the vagina and urethra. The deepest 
portion of the perineal membrane is the external anal 
sphincter. 

The continence mechanism may be structured in 
frameworks which protect the lower urinary tract 
normally and in structures which specify the closing 
strength of the urethral. The three levels of pelvic 
floor construction include the components that offer 
natural protection. 

The stimulation of the sympathetic nervous system 
enhances the tonic movement or contraction of the 
inner urethral sphincter during blood storage to help 
deter urinary leakage. 

The lower urinary tract is innervated by three sets of 
peripheral nerves including 

(i) the parasympathic pelvic nerves (sections 
S2-S4) which stimulate blood, 

(ii) sympathetic, lombal nerves inhibiting and 
stimulating the inner sphincter of the bladder 

(iii) pudding nerves that stimulate the outside 
muscles of the urethral and pelvic floors 
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3.2 Pathophysiology of SUI 

For SUI growth the major anatomical theories are the 
following: 

1) Loss of systemic aid, 

2) The hammock, and 

3) The neural hypotheses. 

Loss of structural support hypotheses: Bladder 
neck and urethra support systems are required to 
preserve the pressure of the urethral closing. Intact 
attachments of the suburethral fascia to the fascia of 
the arcus tendineus and the LA build a solid stand 
that is secure in the face of intensified cough and 
sneeze forces. Disruptions of this shelf, as in the lack 
of structural support hypothesis, may lead to SUI, 
such as weakening of LA or damages to fascial 
attachments. The primary etiological causes for LA 
weakness are ageing and childbirth injury. 

The hammock hypotheses: The role of the urethra 
stays stable in this theory, but the compression of the 
urethra-bearing pelvic muscles and fascia is 
decreased. The urethra forces the urethra into the 
supportive hammock in the usual supportive system 
and closes the urethral Lumen that does not cause 
the urine to flow. However the lumen is not fully shut 
down in the case of an irregular supporting plate, 
leading to urine leakage. 

The neural hypotheses: The primary neurological 
theory for SUI formation is the pudendal damage of 
the nervous system. The pudding nerve instils the 
urethral sphincter on the outside. Therefore, some 
injury to the pudendal nerve (for example, because of 
the recently delivered vaginal) results in SUI. 

Besides the aforesaid UI theory, there are also some 
risk factors that could lead to the development of SUI. 
The following are: 

Birth, age, age Reduced composition and elasticity of 
collagen, Race and race, Adipose, chronic cough, 
breathing infections, smokedness, Cronical 
constipation, Pelvic surgery and Carbonated 
beverages. There are also some unspecific causes of 
concern that may lead to SUI, such as pelvic organ 
prolapse, drugs, consumption of fluid, faecal 
incontinence and pelvic discomfort. The pelvic signs 
can be as follows: dual incontinence and prolapse of 
the pelvic organ, constipation, sexual impairment, 
persistent pelvic discomfort, low back pain, and hip 
pain. 

3.3 Therapeutic modalities used in physiotherapy 
for SUI 

Female SUI physiotherapy included physiotherapy on 
the pelvic floor, lifestyle and behavioural counselling, 
and medicine. 

Pelvic floor physiotherapy: Pelvic ground muscle 
exercise (PFME) or simply LA muscle contraction are 
one of the most common therapies for SIU. This 
procedure presupposes that heavy muscle LA 
contraction improves the closing of urethral and the 
protection for the pelvic organ. The compression of 
the urethra by a pelvic muscle contraction is 
speculated to interrupt urinary flow when the con-
traction is powerful and timed. The compression 
feature of the muscle can be improved by LA muscle 
exercise seems fair. The LA Muscle comprises 
muscle fibres of both type I (slow twitch) and type II 
(fast twitch) and may influence type II muscle fibre 
size through hypertrophy. Strengthening the LA 
muscle type II fibres may thus help preserve 
continuity of the urethra. PFMEs like Kegel workouts 
are either taught through verbal guidance or manual 
palpation and contraction of LA intraabdominal 
pressure is generated. In particular, the key focal 
point of PFME is the strengthening and 
synchronisation of the motor regulation of muscles 
that make up the abdominal cavity walls and function 
as a primary lumbosacral spinal stabiliser (Fig. 2). 

 

Fig 2: Abdominal cavity wall, which functions as 
the primary stabilizing musculature of the lumbo 

sacral spine and as a functional unit 

The efficacy of PFME is defined by the frequency and 
intensity of exercise in females with SUI. For 
instance, a further decrease in incontinence was 
correlated with 15 repetitions of contractions of 2 to 4 
seconds in a training regimen with 3 sets per day 
over a span of 8 weeks. In addition to this workout 
regimen, the "Knack" concept was applied. Clinicians 
learn to avoid leakage during fluctuations in 
abdominal pressure via the Knack or counterbracing 
procedure. However, it is not obvious the contribution 
each procedure has provided to the SUI reduction of 
patients (PFME or behavioural training using the 
Knack principle) The limited time span for muscle 
conditioning is often correlated with another 
weakness of this research. The maximum force 
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training impact is normally not achieved until 5 
months of training. 

Studies that evaluated the impact of PFME alone on 
reduction of the SUI saw positive effects in women 
educated longer. The results were positive. The 
Cochrane PFME review shows that there are further 
improvements as women receive at least three 
months in a controlled PFME programme. It will 
therefore be probable that whether the practise 
prescription were focused on solid physiological 
values, the efficacy of physiotherapy care will be 
increased. The experiments referred to in this study 
include both PFM stamina and reinforcement values. 

In addition to the intensity and duration of a PFME 
programme, it is worth noting that physiotherapists 
will often be asked to understand the body condition 
of women who have SUI. Borello France et al. 
contrasted the efficiency of an upright PFME 
advance, i.e. sitting and standing, with the efficiacy of 
a PFME programme, which has been conducted in an 
abnormal role only in the reduction of SUI. They 
demonstrated that PFME's role in the practise and 
the reduction of the SUI was not significant. Further 
experiments on the positioning effects of PFME on 
SUI need to be supported. 

Clinically, physiotherapists use gravity advancement 
removed to anti-gravity roles and ultimately an 
insecure support basis, such as Swiss ball workouts, 
in improving PFM (Fig. 3). Often, we should 
remember that according to motor science, where 
exercise is as much like an operating activity as 
possible, greater gains in motor efficiency arise. 

The core clinical guidelines used by SUI 
physiotherapy can be outlined as follows: 

• Muscle memory of the pelvic floor is 
instructed. 

• The pelvic floor in usable roles shall be 
evaluated and exercised. 

• It is taught shortly before an operation that 
induces urinary leakage (the "Knack" 
principle) that predictive pelvic floor muscle 
contracting is used. 

• A PFME programme, which covers both rapid 
and slower twitch muscle fibres, is 
recommended for each condition. 

• The PFMEs are carried out until there are 
some muscle tiredness twice a day, twelve to 
20 weeks. 

• Patients are first seen every week, however 
they may continue to take into consideration 
their circumstances and/or appropriate 
services. 

• The repair scheme continues through 
PFMEs. 

PFME along with Biofeedback: A biofeedback or 
manual palpation will check the correct contraction 
occurs. Biofeedback can be achieved with tiny 
electrodes across the anus or with an internal vaginal 
electrode in women. Using biofeedback, women can 
see their muscle production nearly immediately 
during exercise. 

PFME with biofeedback is not as successful as PFME 
alone on the basis of literature. PFME and 
biofeedback can however be scientifically beneficial 
and suitable for certain women. A realistic strategy 
may be to initiate biofeedback for PFMEs for anyone 
who would find it challenging to learn how to contract 
PFM or who cannot contract it. Biofeedback may also 
be used with the right PFME format teaching. 

PFME and electrical stimulation: Another 
procedure used by physiotherapists to reduce the UI 
is electrical stimulation (ES). ES's physiological goals 
are to induce muscular hypertrophy, normalise the 
lower urinary tract's reflex function and improve 
musculoskeleton and capillary circulation. Pudendum 
nerve ES enhances urethral closure by PFM 
activation. The knowledge of the function of these 
muscles will also increase to enhance the capacity to 
execute a voluntary muscle contraction. In terms of UI 
improvement, the ES had little difference in terms of a 
new systematic analysis from sham stimulation or 
PFME. However, for women with initial PFM 
difficulties, ES is a necessity. Of course, the care plan 
must take into account that PFME alone is replaced 
by ES. 

Cone therapy: Cone treatment may be a helpful 
exercise, which can also in patients without a 
palpable voluntary contract, be used as a bio-
feedback system for vaginal cones. 

 

Fig 3: Examples of exercise progression 
(exercises progress from the top to bottom 

diagrams) 
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3.4 Preventive role of PFM training 

No PFM preparation for primary SUI prevention is 
being carried out to our awareness. Theoretically, 
improving PFM by specific preparation will be 
calculated to inhibit SUI and prolapse of the pelvic 
organ. Strength training will raise the amount of PFM 
and elevate the lever plate within the pelvic to a 
cranial stage. The muscles can be able to counter 
indoor plunges under abdominal friction that arise 
during vigorous exercise if the pelvic floor has any 
degree of rigidity. The few preventive research 
conducted focused on conditioning before or after 
breastfeeding. The researchers have shown that 
people in continents have considerably higher PFMs 
than incontinent women. During or during 
breastfeeding, two other trials did not demonstrate 
the impact of PFM preparation. However, the 
treatments in the two trials were poor since only one 
session with a sibling or physiotherapist composed of 
the programme. The teaching was not monitored or 
guided. 

Table 1: Intervention categories with evidence-
based references of justification noted 

Modalities Heat 
Ice 
PFM biofeedback 

 To promote strength and 
endurance 

 To increase coordination 

 To promote muscle 
relaxation 
PFM electrical stimulation 

 To improve PFM 
strength (if 2/5 PFM strength) 

 To promote sensory 
awareness due to sensory 
impairment 

 To reduce pain 

Manual 
physiotherapy 
procedures 
Exercise 

Soft tissue mobilization to 
decrease soft tissue restriction 
and improve range of motion 
Joint mobilization to improve 
range of motion 
PFME 

 Manual facilitation 

 Gravity eliminated 

 Anti-gravity 

 During functional tasks 

 Down training 
Core stabilization 

 Transverse abdominis 
muscle 

 Other abdominal 
muscles 

 Multifidus muscle 

 Functional exercises 
Flexibility 

 Hip 

 Lumbopelvic 

Education Body mechanics/posture 
Bladder/bowel schedule 
Diet modification 

 Caffeine reduction 

 Carbonated beverage 

reduction 

 Increase water intake 

 Decrease water intake 

 Fiber education 
Relaxation techniques to 
decrease muscle tension 
SUI strategies such as PFM 
contraction before increase in 
intra-bdominal pressure UUI 
strategies such as inhibition 
techniques to suppress bladder 
contractions 
Toilet strategies 

 For constipation such as 
toilet posture to promote bowel 
movement 

 Voiding without straining 
Soft tissue massage such as 
abdominal massage, scar 
massage, and self-stretching for 
introitus 

 

3.5 Barriers to successful physiotherapy 
outcomes 

Women with SUI typically undergo physiotherapy for 
4 to 8 weeks once a week. PFME training and 
success at home was combined by a regimen of 
physiotherapy. Physiotherapy is therefore expected 
to succeed in SUI therapy while followed by a 
recommended home workout. In addition, the 
capacity to practise PFME properly may be impacted 
by variables such as training, exercise frequency, 
parity, smoke, childbirth and pelvic pain. 

4. CONCLUSION 

Based on these findings, we found that the 
physiotherapy plan for and patient can be 
individualised with regular physiotherapy procedures. 
As outlined in Table 1, these interventions include 
methods of decreasing pain, PFMEs with or without 
biofeedbacks and/or electric stimulation, improving 
PFM strength and co-ordination, stabilisation of 
abdominal and/or lumbar stabilising muscle strength, 
and patients' education including bladder and/or 
bowel training recommendations, fluid management, 
and dietary modification. 
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